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ELECTROLYTE DISTURBANCES IN CONGESTIVE HEART FAILURE 


CLINICAL SIGNIFICANCE AND MANAGEMENT 


William B. Schwartz, M.D. 


Arnold S. Relman, M.D., Boston 


It has become increasingly evident that disturbances 
in electrolyte and water metabolism, sometimes occur- 
ring spontaneously but usually the result of therapy, may 
often be of critical importance in determining the prog- 
nosis and continued response to therapy in congestive 
heart failure. The following discussion briefly outlines 
the various iatrogenic and spontaneous disorders of 
electrolyte metabolism that have been observed in pa- 
tients with edema of cardiac origin. The emphasis is on 
pathogenesis, diagnosis, and clinical management. 


HYPOCHLOREMIC ALKALOSIS DUE TO MERCURIALS * 


The effect of a diuretic on the concentrations of serum 
electrolytes depends on the quantities of electrolytes 
eliminated with the edema fluid. In the majority of pa- 
tients given mercurials the eliminated fluid contains more 
chloride than sodium, the difference between these two 
usually being made up by potassium or ammonium, or 
both. This excessive loss of chloride with either of the 
latter two ions produces alkalosis in the extracellular 
fluid with a rise in serum bicarbonate concentration and 
a reciprocal fall in chloride. Serum sodium concentra- 
tion remains normal (see figure, B). The alkalosis may 
occasionally be severe enough to produce symptoms of 
itself; however, the major significance of the clinical dis- 
turbance is that it frequently results in unresponsiveness 
to further mercurial therapy. Thus, in any patient who 
is no longer responding satisfactorily to mercurial diu- 
relics it is important to determine whether hypochloremic 
alkalosis is present. Even changes in chloride and bicar- 
bonate concentration as small as 4 to 6 mEq. per liter 
may affect the diuretic response. 

Repair of alkalosis with ammonium chloride or hydro- 
chloric acid usually restores responsiveness to mercury. 
[he routine use of ammonium chloride in patients re- 
ceiving mercurials has undoubtedly prevented the devel- 


opment of resistance in many instances, but mercurial 
fastness may still occur if: (1) the initial diuresis has 
been so large that chloride loss greatly exceeds replace- 
ment; (2) the patient cannot retain the ammonium 
chloride because of gastrointestinal intolerance; or (3) 
the enteric-coated tablets are not absorbed. 

When adequate oral administration of ammonium 
chloride is not possible, effective treatment may be 
afforded by intravenous infusion. A 1% solution of am- 
monium chloride in a 5% glucose solution has been 
found to be safe and effective for this purpose, provided 
the solution is given at a rate not exceeding 150 cc. an 
hour. In this way, 10 or 15 gm. of ammonium chloride 
may be administered in the course of a day. It should 
particularly be noted that the ammonium ion is toxic. 
Given intravenously, ammonium may produce convul- 
sions, collapse, and death if the rate of infusion exceeds 
the ability of the liver to convert the ammonium ion to 
urea. 

Inpatients unable to tolerate ammonium chloride given 
orally, dilute hydrochloric acid is a satisfactory substi- 
tute. This may be conveniently given by mouth as a thirty- 
to-fifty-fold dilution of the U.S. P. dilute hydrochloric 
acid (10% ). About 20 cc. of the acid, diluted to a vol- 
ume of from 600 to 1,000 cc. is the usual daily. dose. 
This should be ingested through a glass drinking tube 
in order to protect the teeth against acid action. 

A normal serum electrolyte pattern does not assure 
that a patient will respond to mercurials. Although the 
mechanisms responsible for mercurial refractoriness are 
undoubtedly complex and not yet completely under- 
stood, one factor, probably of great importance, is the 
rate at which chloride is filtered through the glomerulus. 
Reduction in chloride filtration through a reduction in 
either serum concentration or glomerular filtration rate 
enhances tubular reabsorption of chloride and inhibits 
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Center 12: 213, 1950, Schwartz, W. B., and Wallace, W. M.: Electrolyte Equilibrium During Mercurial Diuresis, J. Clin. Invest. 30: 1089, 1951. 
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the response to mercurials. Thus an increase in chloride 
filtration effected by a rise in either serum chloride con- 
centration or glomerular filtration rate will usually im- 
prove the response to mercurials. The potentiating effect 
of ammonium chloride on mercurial diuresis in patients 
with normal electrolytes can probably be explained on the 
basis of an increased serum chloride concentration. 
When patients fail to respond to mercurials even in the 
presence of an elevated serum chloride concentration, 
good diuresis may still be obtained by the addition of 
aminophylline to the regimen. The slow intravenous 
administration of 0.5 gm. of aminophylline 60 to 90 
minutes after intramuscular injection of the mercurial 
often will produce a gratifying response to the diuretic, 
probably at least in part because of the resulting increase 
in glomerular filtration rate.* 


HYPONATREMIA (LOW SALT SYNDROME) 

It must be emphasized at once that the low salt syn- 
drome, which we shall consider to be synonymous with 
hyponatremia, is not the same as the syndrome of hypo- 
chloremic alkalosis discussed above. The fundamental 
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A. B. C. D. 
NORMAL Hypochloremic Hyponatremia Hyperchioremic 
Alkalosis ( Low Salt Syndrome) Acidosis 
( or Resp. Acidosis ) 


The normal relationship of the serum electrolytes and some important 
pathological changes. B+ stands for the sum of all the serum cations other 
than sodium, mainly potassium, calcium, and magnesium. R- stands for 
the sum of all the serum anions other than chloride and bicarbonate, 
chiefly, proteinate, sulfate, phosphate, and organic acids. 


difference between these two conditions is that patients 
with the low salt syndrome have a reduced serum con- 
centration of sodium as well as of chloride, and hence 
there is hypotonicity of the body fluids (see figure, C). 
In patients with hypochloremic alkalosis sodium con- 
centration is normal although chloride is low (see figure, 
B). When serum sodium determinations are not avail- 
able, a rough estimate of sodium concentration may be 
obtained by adding 12 to the sum of the concentrations 
of chloride and bicarbonate (in milliequivalents per 
liter). For example, in the figure, C, the concentration 
of sodium (120 mEq. per liter) may be deduced by 
adding 12 to the sum of the chloride concentration (88 





2. Weston, R. E.; Escher, D. J. W.; Grossman, J., and Leiter, L.: 
Mechanisms Contributing to Unresponsiveness to Mercurial Diuretics in 
Congest:ve Failure, J. Clin. Invest. 31: 901, 1952. 

3. Schroeder, H. A.: Renal Failure Associated with Low Extracellular 
Sodium Chloride: Low Salt Syndrome, J. A. M. A. 141: 117 (Sept. 10) 
1949, 

4. Welt, L. G.: Edema and Hyponatremia, A. M. A. Arch. Int. Med. 
89: 931 (June) 1952. 

5. Relman, A. S., and Schwartz, W. B.: Unpublished data. 

6. Relman, A. S., and Schwartz, W. B.: Recognition and Management 
of Sodium Depletion, M. Clin. North America 35: 1533, 1951. 
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mEq. per liter) and the bicarbonate concentration (20 
mEq. per liter), The major exceptions to this rule occy; 
in uremia or diabetic acidosis, in which an increase in 
unmeasured anions (R— in the figure) reduces the 
bicarbonate concentration without necessarily affecting 
sodium or chloride concentration. : 

Hyponatremia is further differentiated by its frequent 
association with mild acidosis, circulatory insufficiency 
and azotemia. Although these patients are often weak 
drowsy, and anorexic, there is nothing in the clinical 
picture to distinguish them from other patients with 
severe chronic congestive failure. Both hyponatremia 
and hypochloremic alkalosis are often associated with 
mercurial resistance. 

The syndrome of hyponatremia during congestive 
heart failure has generally been attributed to salt deple- 
tion resulting from vigorous use of a low salt diet and 
mercurial diuretics.* This may be true in some instances, 
but it does not explain why this condition often occurs 
in patients who have received little or no treatment and 
have no other obvious cause for sodium deficiency, |i 
would appear, therefore, that mechanisms other than loss 
of sodium must be responsible for hyponatremia in many 
patients. Among the factors that have been implicated 
are water retention, primary changes in intracellular 
osmolarity, and abnormal transfers of electrolytes be- 
tween body fluid compartments.* 

Further evidence against the importance of salt deple- 
tion as a common cause of the low salt syndrome in 
congestive failure is afforded by the fact that administra- 
tion of hypertonic sodium chloride solutions is often of 
little clinical benefit even when serum concentrations 
are restored to normal. Intravenous infusion of hyper- 
tonic sodium chloride may transiently increase the re- 
sponse to mercurial diuretics, but this nevertheless 
usually results in net retention of sodium and an increase 
in edema. Aminophylline, used intravenously in the 
manner described earlier, may also lead to an improved 
diuretic response to mercurials, but in our experience 
the spontaneous development of hyponatremia is a grave 
prognostic sign. Many of these patients succumb, regard- 
less of the type of treatment used.® 

The type of hyponatremia that is not clearly asso- 
ciated with external losses of sodium should be distin- 
guished from the hyponatremia caused by overt salt 
depletion.® Although it is well known that salt depletion 
may be produced by vomiting, sweating, or diarrhea, 
it is often not appreciated that hyponatremia may also 
develop in patients with cardiac disease as the result of 
thoracentesis or paracentesis. Removal of fluid from the 
pleural or abdominal cavity results in a loss of electro- 
lyte about equal to the solutes contained in an equiva- 
lent volume of plasma. If the patient is on a low sodium 
diet, severe hyponatremia may result when fluid reac- 
cumulates. Regardless of the etiology of the salt deple- 
tion, signs and symptoms of circulatory collapse and 
renal insufficiency often supervene. Infusion of hyper- 
tonic sodium chloride in such patients is usually fol- 
lowed by striking improvement. 

Administration of hypertonic sodium chloride to pa- 
tients with congestive failure requires special caution in 
the avoidance of too sudden expansion of the circula- 
tion and the development of pulmonary edema. Sodium 
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chloride is best administered to the edematous patient in 
several small infusions of a 4 or 5% solution over a 
eriod of one to three days. During this time fluid intake 
should be sharply restricted. If 142 mEq. per liter is 
taken as the normal serum concentration of sodium, 
then the amount A in milliequivalents of sodium re- 
yired to restore the serum to normal may be calculated 
as A = (142-P) (0.6 BW), in which P equals the 
existing sodium concentration in milliequivalents per liter 
and BW equals the patient’s estimated total body weight, 
expressed in kilograms. For example, the required 
amount of sodium for a patient weighing 60 kg. with a 
serum sodium concentration of 122 mEq. per liter would 
be A = (142-122) & (0.6 X 60) — 20 X 36 = 
720 mEq., or about 42 gm. of sodium chloride. 

As a practical rule, slow infusion of 200 to 300 cc. 
of a 5% sodium chloride solution daily for two or three 
days will be found safe and effective in most cases if 
there has been true depletion of sodium. When acidosis 
complicates the picture, both hyponatremia and acidosis 
may be corrected simultaneously by the use of concen- 
trated sodium bicarbonate or sodium lactate solutions. 

In summary, then, it has been our experience that 
most patients with congestive failure and hyponatremia 
do not have sodium depletion and do not benefit from 
administration of hypertonic sodium chloride. An occa- 
sional patient may have true sodium depletion and will 
be benefited by the use of strong sodium chloride solu- 
tions that are given with the greatest care. 


METABOLIC ALKALOSIS OR RESPIRATORY ACIDOSIS? 

It must be remembered that an elevation of the plas- 
ma bicarbonate concentration with a reciprocal reduc- 
tion in chloride concentration may occur in cardiac 
patients as the result of two quite different mechanisms 
(see figure, B). The usual cause of this electrolyte pat- 
tern is mercurial diuresis. As mentioned above, this 
results in accumulation of bicarbonate in the plasma and 
the development of metabolic alkalosis. This situation 
is chemically similar to that seen after prolonged vomit- 
ing of acid gastric juice or after excessive ingestion of 
absorbable alkali. On the other hand, the bicarbonate 
concentration of the blood may also become elevated as 
a result of primary lung disease and reduced pulmonary 
ventilation. In this case, retention of carbon dioxide 
and its accumulation in the plasma as carbonic acid 
results in a high blood bicarbonate and a reduction in 
plasma chloride, but at the same time the blood becomes 
more acid. Among patients with congestive failure, those 
with cor pulmonale most often exhibit such respiratory 
acidosis. 

In the patient with congestive heart failure who has 
received mercurial diuretics it may be very difficult to 
distinguish between metabolic alkalosis and respiratory 
acidosis. Often the blood pH will permit differentiation 
because it tends to be high in mercurial alkalosis and 
low in respiratory acidosis. However, the difficulties in 
many hospitals of obtaining blood pH measurement pre- 
vent the wide clinical application of this technique. Even 
with the blood pH at hand, we have found differentia- 
tion on this: basis sometimes impossible because pH may 
be within normal limits (7.35 to 7.45) in both condi- 
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tions.’ Urine pH, which is easily measured, has proved 
to be of little value, since in both disorders the urine is 
usually acid.! Probably of greatest diagnostic value are 
the history and the physical findings. In a patient with- 
Out significant pulmonary disease who has received mer- 
cury it can be presumed that hypochloremia and ele- 
vated blood bicarbonate are due to metabolic alkalosis. 
On the other hand, the presence of anoxemia and severe 
pulmonary disease, such as emphysema, fibrosis, or 
multiple infarctions, would suggest the probability of 
respiratory acidosis. 

Treatment of mercurial alkalosis, as already outlined, 
consists in the administration of acidifying agents. Ideal 
treatment of respiratory acidosis would include meas- 
ures designed to improve pulmonary function and allow 
normal exchange of oxygen and carbon dioxide. In pa- 
tients with cor pulmonale such attempts are often unsuc- 
cessful and the problem is further complicated by the 
fact that these patients are frequently refractory to mer- 
curial diuretics. Administration of ammonium chloride 
is generally thought to be contraindicated because of the 
danger of increasing the severity of the acidosis. Recent 
clinical experience with the use of Diamox (2-acetyl- 
amino, 1,3,4,thiadiazole-5-sulfonamide, a new carbonic 
anhydrase inhibitor) suggests that this drug may be of 
value as a diuretic in some patients with congestive 
heart failure due to cor pulmonale.* Diamox produces 
a mild metabolic acidosis, which, when superimposed 
on pre-existing respiratory acidosis, may cause a marked 
depression of blood pH in these patients. A more com- 
plete discussion of the clinical effects of Diamox in cor 
pulmonale and the resulting changes in acid-base bal- 
ance is presented elsewhere.’ 


AMMONIUM CHLORIDE POISONING 


Ammonium chloride may ordinarily be given for 
three or four days in doses of 6 or 8 gm. per day without 
producing more than a mild asymptomatic acidosis. On 
occasion, however, use of this drug may result in azo- 
temia, severe hyperchloremic acidosis (see figure, D) and 
coma.® This is particularly likely to occur in patients 
whose defenses against acid-base disturbances are inade- 
quate because of concomitant renal disease, or in those 
treated continuously for weeks at a time.® The resulting 
clinical picture of stupor, hyperpnea, very low plasma 
carbon dioxide content and moderate azotemia has been 
erroneously diagnosed as terminal renal disease, diabetic 
acidosis, or cerebrovascular accident and dehydration. 
The physician should always consider the possibility of 
ammonium chloride poisoning when confronted with 
coma or stupor in a patient with congestive heart failure. 

When the acidosis is only moderately severe and the 
patient has no antecedent renal disease, simple with- 
drawal of the ammonium chloride will usually suffice. 
Treatment of severe ammonium chloride poisoning in 
the stuporous or comatose patient requires intravenous 
administration of large quantities of alkaline sodium 
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salts. This usually is without danger to the circulation 
because poisoning is most often seen in patients who 
are no longer edematous and have been treated with 
ammonium chloride. Even in cases in which edema and 
pulmonary congestion are present the situation may 
nevertheless be critical enough to warrant the cautious 
administration of 1,500 to 3,000 cc. of isotonic sodium 
bicarbonate or lactate. The infusion should be given 
very slowly with the head of the bed elevated and with 
equipment for rapid venesection or venous tourniquets 
ready at hand. Response to appropriately vigorous ther- 
apy is usually prompt. Clearing of the sensorium follows 
shortly on correction of the acidosis, but azotemia dis- 
appears more slowly. Acidotic patients who are respon- 
sive and adle to take medications by mouth may be 
treated just as effectively with alkali through this route. 

The hazards of ammonium chloride intoxication em- 
phasize the fact that this drug cannot be used indis- 
criminately in congestive -heart failure. The prime indi- 
cation for its use is in the patient without renal disease 
who is receiving mercurial diuretics. In this situation, 
ammonium chloride is used not as a diuretic, but rather 
as replacement for the mercurial-induced deficit of 
chloride. Administration of this acid salt to patients with 
normal serum electrolytes is followed by rapid excre- 
tion of the chloride with equivalent amounts of cation. 
However, when congestive failure and dietary salt re- 
striction restrain sodium excretion, the administered 
chloride load is excreted mainly with potassium and 
ammonium, and the losses of sodium are usually negli- 


gible.* Thus in the very situations in which its natriuretic 
effects are most to be desired, ammonium chloride is 
probably of little value and may instead produce potas- 
sium depletion. 

POTASSIUM DEPLETION 


A large transient increase in the renal excretion of 
potassium may be produced by mercurials ‘ or ammo- 
nium chloride.’ In the case of mercury, the intermittent 
use of the drug usually permits enough retention of potas- 
sium to prevent development of large deficits, although 
large deficits may occasionally occur when injections are 
frequent.' With the continuous use of ammonium chlo- 
ride, potassium loss is ordinarily curtailed by the rapid in- 
crease in renal ammonium production. For these rea- 
sons, and because slowly accumulating potassium deficits 
of even large magnitude often may be well tolerated, 
the clinical syndrome of potassium depletion is not com- 
monly seen in uncomplicated congestive heart failure. 
Signs of potassium depletion are more likely to occur 
if food intake is poor. 
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The chief importance of the transient potassium defi. 
cits produced by various diuretics used in heart failure 
lies in their occasional association with digitalis intoxica- 
tion. It has long been known that rapid diuresis, usually 
with mercurial diuretics, may be followed by sudden 
evidences of increased digitalis effect and sometimes by 
serious signs of intoxication. A variety of arrhythmias 
have been attributed to mobilization of digitalis from 
the edema fluid. There is now strong evidence to suggest 
that the digitalis intoxication that follows administration 
of a diuretic is induced by potassium loss.'® Gastrointes- 
tinal losses of potassium have similarly been observed to 
result in digitalis intoxication. The exact mechanism by 
which this occurs is not known, but in vitro studies " 
have shown that potassium exerts an antagonistic effect 
on digitalis activity. It appears that changes in the propor- 
tions of these two substances in serum or the myo- 
cardium cause the clinical changes observed. 

Administration of potassium salts, preferably by 
mouth, is the method of choice for treating arrhythmias 
associated with potassium depletion and for the treat- 
ment of any other evidences of potassium depletion. A 
usual dose would be 1 gm. of potassium chloride four 
times daily. If intravenous infusion is necessary, 1,000 
cc. of a 5% dextrose solution containing 40 mEq. of 
potassium may be given over a period of several hours. 
This may be repeated daily as necessary. 


COMPLICATIONS OF CATION EXCHANGE RESINS ™” 


The increasing use of cation exchange resins in car- 
diac patients has brought with it a number of complica- 
tions. One of the commonest is hyperchloremic acidosis 
(see figure, D,) which results from the exchange of the 
hydrogen or ammonium on the resin for sodium. The 
acidifying effect of cation exchange resins resembles that 
produced by ammonium chloride and may be utilized in 
the potentiation of mercurial diuresis or in the treatment 
of mercurial-induced hypochloremic alkalosis. In patients 
with good renal function acidosis is rarely severe enough 
to be a problem. Severe acidosis may develop in patients 
with cardiac disease who, because of associated renal 
disease, cannot rapidly excrete the acid released by the 
resin. The symptoms and signs, as well as the laboratory 
findings, are similar to those of ammonium chloride 
poisoning. Treatment consists of withdrawal of the resin 
and, in serious cases, administration of alkali. 

Depletion of potassium or calcium may sometimes 
result from the use of resins, because the hydrogen or 
ammonium on the resin will exchange with these cations 
even more readily than with sodium. In order to prevent 
potassium deficiency most of the resins now in use have 
been partially saturated with potassium, but, when there 
is anorexia, vomiting, or diarrhea, patients may never- 
theless have hypokalemia. To prevent acidosis, resin 
mixtures containing anion exchangers have been recom- 
mended, but the practical value of these mixtures in 
minimizing acid-base changes has not yet been conclu- 
sively demonstrated. Present evidence indicates that with 
prolonged administration of any of the available resins 
there is still a high incidence of electrolyte disturbances. 
It is therefore incumbent on the physician using these 
agents to make appropriate observations of his patient's 
clinical and chemical condition at regular intervals. 
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ACIDOSIS CAUSED BY CARBONIC ANHYDRASE INHIBITORS 


Interest in the diuretic effects of carbonic anhydrase 
inhibitors was stimulated by the observation that sulf- 
anilamide produced a diuresis of salt and water in pa- 
tients with congestive failure.** Recently a new sulfon- 
amide inhibitor of carbonic anhydrase that is less toxic 
and more potent than sulfanilamide has been introduced. 
This newer agent, Diamox, like its predecessor, may 
produce hyperchloremic acidosis and potassium deple- 
tion. Acidosis following the use of carbonic anhydrase 
inhibitors results from increased renal excretion of bi- 
carbonate. This loss of alkali is accompanied by a diuresis 
of sodium, potassium, and water.** 

Although experience with Diamox is as yet too brief 
to permit broad generalizations, it appears unlikely that 
acidosis from this drug will often be a serious problem. 
This is because the affect of Diamox on serum bicarbon- 
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ate concentration appears to limit its further activity, so 
that the diuretic and acidifying actions of the drug dimin- 
ish progressively as the serum bicarbonate is lowered. 
In our experience with hospitalized patients, the total 
diuresis produced by Diamox in severe congestive failure 
without cor pulmonale usually has not been significant.** 
Such mild degrees of acidosis as have resulted so far have 
been without clinical significance and have been spon- 
taneously corrected shortly after discontinuation of ther- 
apy with the drug. 
30 Bennet Street (Dr. Schwartz). 
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STUDIES WITH THE TREPONEMAL IMMOBILIZING TEST 


J. Lowry Miller, M.D., Meyer H. Slatkin, M.D., Marvin Brodey, M.D., Harry L. Wechsler, M.D. 


Justina H. Hill, D.Sc., New York 


The widespread use of the standard serologic tests for 
syphilis and the known occurrence of a sizeable number 
of biologically false positive serologic tests has created 
a major problem in diagnosis. No solution to this prob- 
lem had been offered until 1948, when Nelson * devel- 
oped the treponemal immobilizing test. In 1949 Nelson 
and Mayer * reported the results of the test in man. This 
test differs from all of the many serologic tests in that it 
uses the specific antigen Treponema pallidum and an 
antibody distinct from reagin. Unlike reagin, which may 
appear in response to a variety of conditions, the immo- 
bilizing antibody develops only in response to the trepo- 
nematoses: syphilis, yaws, pinta, and bejel. Analysis 
of the reports already published by Nelson and his 
group,* Magnuson and Thompson,‘ Mohr and col- 
leagues,® our group,* Moore and Mohr,’ and others show 
agreement that the treponemal immobilizing test is highly 
specific for the treponematoses. Certain limitations of 
the test are present and are as follows: If treatment is 
given in the primary stage, or early in the secondary stage 
of syphilis, the test may never become positive; if treat- 
ment is given in the early phases of syphilis, it may be- 
come negative with the passage of time. It is thought, but 
obviously not yet proved, that the test remains positive 
for life if the patient is not treated until the latent phase 
of syphilis. As the test is complicated and subject to 
many difficulties, it requires careful, conscientious labo- 
ratory work and control. A last limitation of little prac- 
tical significance in this country is the positive reaction 
to the allied treponematoses. 

With the background of acceptance of the results of 
the treponemal immobilizing test as diagnostic of syphi- 
lis, within the limitations mentioned previously, we are 
reporting our further experience in the use of this test. 
Our studies have been particularly directed toward five 
phases of the subject: (1) the place the treponemal im- 


mobilizing test should occupy as a guide to treatment; 
(2) the significance of the positive or weakly positive 
serologic test for syphilis in the absence of any signs or 
history of signs of syphilis; (3) the significance of the 
results of the treponemal immobilizing test on spinal 
fluid; (4) the significance of the positive serologic test 
in a group of patients admitted to the hospital for other 
diseases; and (5) the evidence for passive transfer of 
the immobilizing antibody from mother to baby and the 
length of persistence of the antibody in the baby. The 
study of the significance of a positive serologic test in 
patients admitted for other diseases proved to be of great 
interest and significance, and the results will be reported 
in considerable detail. 
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Most serums were collected from patients in our own 
facilities in the Vanderbilt Clinic or Presbyterian Hospi- 
tal; the remainder were from patients seen in consulta- 
tion in Presbyterian Hospital or from various physicians. 
In all of these the Mazzini, VDRL (Venereal Disease 
Research Laboratory), and Kolmer tests were performed 
on the same sample of blood or spinal fluid as was used 
for the treponemal immobilizing test. Both the serologic 
and the treponemal immobilizing tests were done in our 
laboratory in the department of dermatology. The trepo- 
nemal immobilizing test has been performed with the 
technique described by Nelson and Mayer ? with certain 
modifications, which we discussed in a previous paper.®* 


MATERIAL 


Included in our material, but not listed in table form 
because of lack of space, are the following cases not re- 
ported previously nor listed elsewhere in this paper. 
These are 17 cases of early syphilis, 30 cases of early 
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Specimens were accepted from private physicians fo, 
162 patients. All of these patients were problems in diag. 
nosis except for 14 in whom the diagnosis of syphilis hag 
been established on evidence other than the serologic 
test and in whom the treponemal immobilizing test was 
positive. The treponemal immobilizing test was positive 
in 72 and negative in 90. In the group of 72 in whom the 
treponemal immobilizing test was positive, 26 had not 

een treated. These untreated patients had positive sero. 
logic tests for from one month to 10 years and had been 
repeatedly tested. In the group of 90 patients with nega. 
tive treponemal immobilizing tests, 59 had received 
treatment for “syphilis.” 

In the table are listed the results of the serologic and 
treponemal tests in a group of patients admitted to the 
hospital during the past two years because of diseases 
other than syphilis. For simplicity, the results of the sero- 
logic tests are listed as positive, weakly positive, or nega- 
tive. When the Mazzini, VDRL, and Kolmer tests were 





Results of Serologic and Treponemal Immobilizing Tests on Blood of Patients Admitted for Diseases Other Than Syphilis 


—=_ 


Treponemal 





Immobilizing Treat- Treat- 

Serologie Test Test (T PI) History ment ment 

No. of — —H ~, -—-—_— + of Before After 

Disease Cases Pos. Weak Neg. Pos. Neg. Syph. yo og | TPI 
Acute disseminated lupus erythematosus with L.E. cells l4 8 3 3 0 12 neg. 0 a 0 

2 anti 
compl. 
Subacute disseminated lupus erythematosus without L.F. 

dase iedas sabes cone vernebeie beck eambeewerteeceoreds 4 1 (a)* 2 1 1 (a) 3 0 1 (a) 0 
Dinsold Wapus CTY thematOsys. <oocccccccccccccccccsccccsesse 4 4t 0 0 2 2 0 1 1 
ised fcncocuadaceewamcebipsweedne a baie 2 1 0 1 0 2 0 0 0 
Subacute bacterial endocarditis...................0ceceeeee 3 0 2 1 0 3 0 0 0 
Sarcoidosis .. 12 9 23 1 (b) 10 2 (b) 2 6 5 
Tuberculosis . areas : ; Tere eae 5 3 2 0 5 0 2 4 1 
I ih Gs. tdibadomenoovachddelnaseapheececeee 4 1 (e) 0 3 1 (¢) 3 0 0 0 
TINIE Seite d sac Gnsieoey sets boc esier whats rdee-ecine 4 3 (d)*t 1 0 1 (d) 3 1 (d) 1 (d) 0 

i ian bab canetceeubsneuryowsnecweynonsing 6 2 (e) 3 1 2 (e) 4 0 2 (e) 1(e 
a ia ac al nie alip-bo-eb nip- eratolereciias 0 mina 2 0 1 1 0 2 0 1 0 
NE SiniaiiaG aeibnieueeandnx Cay ioe t. Ua cos 4 os 5x00 8 eee seee 2 2 0 0 0 2 0 2 0 
LD LORE A AEE L AOE REPEC RET 4 1 (f) 1 2 1 (f) 3 0 1 (f) 0 
SINE idtidmhedwnsaectscccsndwiuiasetrcdeevccdwous 3 1 (g) 1 1 1 (g) 2 0 0 0 
I a oo on se cee ie kasi pk vevewacesacdue 2 0 1 1 0 2 0 0 0 
Spontaneous subarachnoid hemorrhage.................e 2 1 1 0 0 23 0 0 0 
Possible future systemic disease..........cccecceccescceees 14 9 5 0 0 14 0 5 0 








* The small ietters in parentheses indicate the same patient. 





t One patient with discoid lupus erythematosus also had diabetes mellitus. 
t One of these two patients had a negative treponemal immobilizing test. 


latent syphilis, 139 cases of late latent syphilis, 38 cases 
of neurosyphilis, and 7 cases of cardiovascular syphilis. 
In addition there are 68 cases of biologically false posi- 
tive reactors with negative treponemal immobilizing 
tests. The treponemal immobilizing test was positive in 
all stages of syphilis except in 9 of 17 cases of early 
syphilis treated adequately 10 to 40 years before the 
treponemal immobilizing test was done. The serologic 
test was negative in 3 of 30 cases of early latent syphilis 
and the treponemal immobilizing test was responsible 
for the diagnosis in 16 of these. Of 139 persons with late 
latent syphilis, 114 had strongly positive and 25 had 
weakly positive serologic tests. Thirteen of these were 
treated for syphilis more than 20 years prior to perform- 
ance of the treponemal immobilizing test. The spinal 
fluid was tested in 97 cases of the late latent group, and 
both the serologic and treponemal immobilizing tests 
were negative. Thirty-eight cases of neurosyphilis were 
seen, and the treponemal immobilizing test was positive 
in both the spinal fluid and blood in all. Of these, 12 pa- 
tients had negative serologic tests in the spinal fluid. 


§ In these cases the treponemal test on the spinal fluid was also negative. 





positive and the quantitative VDRL was positive in one 
or more dilutions, the result is listed as positive. When 
the result was 4++ in one test and negative in the others, 
or when one or more tests were weakly positive or doubt- 
ful, the result is listed as weakly positive. Under the head- 
ing of history of syphilis in the table we have listed as 
having positive histories only those patients with a history 
of the signs of syphilis and we have excluded those in 
whom a positive serologic test was the only reason for the 
diagnosis of syphilis. The number of cases listed under 
each disease does not represent the total cases admitted 
to this hospital during the past two years, as we have 
performed the treponemal immobilizing test only on 
those with positive serologic tests or selected cases as 
controls. 

In the 14 cases of acute disseminated lupus erythema- 
tosus, the serologic test was positive in 8, weakly posi- 
tive in 3, and negative in 3. The treponemal immobilizing 
test was negative in 12 and anticomplementary in 2. The 
test for L. E. cells was positive in all at some time during 
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the course Of the disease. Four of the patients had been 
treated because of a positive serologic test many years 
before the onset of any symptoms of lupus erythematosus 
without reversal of the serologic test. In some patients 
positive serologic tests developed during the course of 
the disease, while others had serologic tests done for the 
first time on admission. 

Under subacute lupus erythematosus four patients are 
listed. The criteria used for this diagnosis are suggestive 
skin eruptions and one or more of the following factors: 
polyarthritis, hyperglobulinemia, increased sedimenta- 
tion rate, positive cephalin flocculation test, or anemia. 
The serologic test was positive in one, weakly positive in 
two, and negative in one. The treponemal immobilizing 
test was positive in one and negative in three. The one 
patient with the positive treponemal immobilizing test 
also had the positive serologic test. 

Of the four patients with discoid lupus erythematosus 
selected because of positive serologic tests, two had nega- 
tive treponemal immobilizing tests and two positive tests. 
One with a negative treponemal immobilizing test had 
diabetes, positive cephalin flocculation, and thymol tur- 
bidity but no other evidence of liver damage. The second 
patient with a negative treponemal immobilizing test had 
an increased sedimentation rate, albuminuria, and 
changes in the electrocardiogram. Of the two patients 
with positive treponemal immobilizing tests, one had 
been treated previously for a positive serologic test and 
the second had returned to Haiti. 

Of the two patients with periarteritis nodosa, one had 
a positive serologic test and one a negative serologic test. 
The treponemal immobilizing tests on both were nega- 
tive. The patient with the negative serologic test died, 
and autopsy confirmed the diagnosis. 

Of the 12 patients with sarcoidosis, 10 had positive 
or weakly positive serologic tests and positive treponemal 
immobilizing tests. One patient with a weakly positive 
serologic test had a negative treponemal immobilizing 
test. In the remaining case both the serologic test and the 
treponemal immobilizing test were negative. Two pa- 
tients gave a history of symptoms of syphilis. These two 
and four other patients had been treated prior to the 
treponemal immobilizing test. Four patients were treated 
on the basis of the results of their treponemal immobiliz- 
ing test. One patient, who had been treated inadequately 
before the treponemal immobilizing test, was re-treated. 

Of the five patients with tuberculosis, five had positive 
serologic and treponemal immobilizing tests. Four had 
active tuberculosis. Of the four patients with multiple 
myeloma, one had positive serologic and treponemal 
immobilizing tests. 

In the remaining diseases listed, it can be seen from 
the results of the tests that examples both of patients with 
biologically false positive reactions and with syphilis are 
present. 

Under the heading of possible future systemic dis- 
eases, we have listed 14 patients. All have persistent 
positive or weakly positive serologic tests and one or 
more of the following signs or symptoms: polyarthritis, 
Vague pains, transient rashes, splenomegaly, epilepsy, 
anemia, abortions, headaches, scotoma, or weakness of 
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an extremity. The treponemal immobilizing test was 
negative in all cases. Five patients gave a history of treat- 
ment because of positive serologic tests. 

In the tabulations are listed diseases (one case of each) 
in which biologically false positive reactions were found. 
None of the patients was admitted for treatment of syphi- 
lis. Patients with the following diseases had weakly posi- 
tive serologic tests and negative treponemal immobilizing 
tests: 

Methyl aleohol poisoning with bilateral optic atrophy 

Aplastic anemia 

Multiple verrucae 

Acute bronchopneumonia 

Infectious hepatitis 
In the following diseases the patients had positive sero- 
logic tests but negative treponemal immobilizing tests: 

Phlebitis with splenomegaly 

Multiple sclerosis 

Cryoglobulinemia 

Iridocyclitis 

Multiple tubereulids and polyarthritis 
One patient with meningococcic meningitis had a tempo- 
rarily positive serologic test in the spinal fluid only but 
the treponemal immobilizing test was negative on both 
the spinal fluid and blood. 


Both the serologic test and the treponemal immobiliz- 
ing test were positive when patients admitted for the fol- 
lowing diseases were also found to have syphilis: 


Rheumatoid arthritis 

Rheumatie heart disease 

Glioblastoma 

Carcinoma of the pancreas 

Neurofibromatosis 

Idiopathic thrombocytopenic purpura 
Syringomyelia and asymptomatic neurosyphilis 
Dermatopathic lymphadenitis 

Cholecystitis 

Osteomyelitis 


Acute rheumatic fever 

Postmenopausal osteoporosis 

Relapsing vivax malaria and asymptomatic neurosyphilis 
Guillain-Barré syndrome (virus encephalomyelitis) and 


old lymphogranuloma venereum 


In the rare diseases listed below neither the serologic 

test nor the treponemal immobilizing test was positive. 

Bilateral optic neuritis 

Von Wegener's granulomatosis 

Uleers of penis 

Lichenoid discoid exudative dermatosis 

Bronchopneumonia 

Pemphigus erythematosus 

Scleroderma 

Dermatomyositis 

The following data supply evidence for the passive 

transfer of the immobilizing antibody from syphilitic 
mothers to nonsyphilitic infants. There were 93 babies 
born of 74 mothers presumed to be syphilitic. The group 
of mothers included 55 with latent syphilis, 11 with con- 
genital syphilis, 4 with primary or secondary syphilis, 
one who had had yaws, and three thought, on the basis 
of the treponemal immobilizing test, to have biologically 
false positive reactions. Fifty-eight mothers had had © 
one child, 13 had had two, including one set of twins, 
and 3 had had three. Of the 58 mothers who had single 
births, 13 were treated with penicillin prior to pregnancy, 
23 before and during pregnancy, 21 only during preg- 
nancy, and one not at all. Two of the three patients con- 
sidered to be biologically false positive reactors received 
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penicillin and one was not treated. Sixteen mothers had 

had more than one pregnancy and gave birth to 35 off- 
spring. In this group, three patients received penicillin 
before any pregnancy, eight were treated during first but 
not subsequent pregnancies, four were treated during 
each pregnancy, and one was treated post partum but 
not during a subsequent pregnancy. 

Fifty-one mothers were treated with different amounts 
of penicillin and 22 were given arsenic and bismuth at 
some time during the course of their infection, and were 
given penicillin in addition. In the group of mothers 
treated during pregnancy penicillin therapy was started 
prior to the sixth month of pregnancy. In one mother in 

‘ whom no evidence of syphilis had been found, secondary 
syphilis developed post partum. Of the 93 babies born of 
the 74 mothers, only one baby showed evidence of active 
syphilis. This baby was born to the mother in whom sec- 
ondary syphilis developed post partum. 

Of the 34 babies who had positive treponemal immo- 
bilizing tests when first observed, 18 had positive sero- 
logic tests and 16 had negative serologic tests. Both tests 
were done on the same specimens. Twenty-one of this 
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AGE IN MONTHS 


Comparison of persistence of the immobilizing antibody and of reagin 
in nonsyphilitic babies of syphilitic mothers treated for the disease (VDRL 
refers to the Venereal Disease Research Laboratory test and TPI to the 
treponemal immobilizing test). 


group were followed for seven months or more, and all 
had negative serologic and treponemal immobilizing 
tests. Twelve were followed less than five months and 
still had positive or doubtful treponemal immobilizing 
tests, but the positive serologic tests became negative. 

The remaining case is difficult to interpret. The baby 
was born of a mother with late latent syphilis whose 
serologic and treponemal immobilizing tests were both 
positive. She received courses of arsenic and bismuth 
during the few years before pregnancy and 21 million 
units of penicillin during pregnancy. The serologic test 
of the baby was negative at age 3 and 5 months and no 
evidence of syphilis was found. At 1 year of age the Maz- 
zini test was positive and the Kolmer reaction 3+-; when 
2, the baby’s reaction to the Mazzini test was positive, 
2+. to the Kolmer test, and doubtful to the treponemal 
immobilizing test. When the baby was 3, the Mazzini was 
positive, the Kolmer negative, and the treponemal im- 
mobilizing test still doubtful. No treatment has been 
given. A subsequent pregnancy with no further treatment 
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of the mother produced a healthy child with negative 
serologic test and treponemal immobilizing test during 
a year and one-half follow-up. . 

In the eight cases in which there were positive sero- 
logic tests for syphilis and also negative treponemal im- 
mobilizing tests, the serologic test had been done before 2 
months of age in six cases but the treponemal immobiliz- 
ing test was done for the first time after 4 months of age. 
When the treponemal immobilizing test was done, the 
serologic test had become negative. Of the two remaining 
patients, one had a strongly positive serologic test at 12 
months of age and the treponemal immobilizing test was 
negative. These tests were done when the patient had 
pneumonia. Monthly follow-up showed a fall in titer of 
the serologic test, with three negative treponemal immo- 
bilizing tests. In three months all the serologic tests were 
negative. In the second case the patient had had negative 
serologic tests at 2 and 5 months of age, but after a vac- 
cination at one year of age a positive Mazzini reaction 
developed, with negative Kolmer and treponemal immo- 
bilizing tests. All tests were negative three months later. 

In all the eight patients listed as having positive sero- 
logic tests in whom no treponemal immobilizing tests 
were done, subsequent follow-up has shown the serologic 
tests to have become negative. The remaining 43 patients 
had negative serologic tests and 20 of them had negative 
treponemal immobilizing tests when these were done 
after the patients were 4 months of age. 

The chart is based on the results of the studies on 70 
of the babies. These babies were those in whom the trepo- 
nemal immobilizing test was done, plus eight with posi- 
tive serologic tests and in whom the. treponemal immo- 
bilizing test was not done. The points were determined 
by plotting the percentage of positive tests against the 
time in months except for the first point, which represents 
the cord blood studies. The curves for the results of the 
Mazzini, VDRL, and Kolmer tests are of the same type 
and parallel one another. The only difference of any note 
in these curves is that the curve representing the percent- 
age of positive Kolmer reactions is pushed slightly to the 
right. The curve suggested by the treponemal immobi- 
lizing results differs in that it shows persistence of the 
immobilizing antibody up to the seventh month. The 
number of tests was not sufficient to establish the signifi- 
cance of the curves. 

COMMENT 

Our previously reported experience * convinced us of 
the validity of the treponemal immobilizing test in the 
diagnosis of syphilis. This study further confirms the high 
degree of specificity of the test. In using the treponemal 
immobilizing test as a diagnostic procedure certain facts 
must be kept in mind. These facts are as follows: The 
test is complicated and requires careful laboratory super- 
vision. It appears to remain positive indefinitely in all 
cases of syphilis except when adequate treatment is insti- 
tuted early in the course of the infection. The treponemal 
immobilizing test is positive in yaws, bejel, and pinta. 

Great as its value is as a diagnostic test, the trepo- 
nemal immobilizing test cannot be used as a guide to 
treatment. This is apparent because no amount of treat- 
ment appears to alter the treponemal immobilizing test 
in patients with syphilis not adequately treated early in 
the infection. The amount of treatment for syphilis to 
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be given must be based on accepted standards of ade- 
quacy. In this situation the serologic test may be of more 
yalue, as there is a tendency for it to become negative 
in response to treatment. 

The introduction of the treponemal immobilizing test 
has forced us to change our entire concept of the signif- 
icance of the serologic test in the absence of signs of 
syphilis. Using the treponemal immobilizing test, we have 
been unable to find evidence that one of the various sero- 
logic tests is more valuable than another in the diagnosis 
of syphilis. We have numerous examples of patients with 
weakly positive Mazzini tests and with all other sero- 
logic tests negative who on study had positive treponemal 
immobilizing tests and then admitted to having had syph- 
ilis. On the other hand, patients with positive Kolmer 
tests proved to have negative treponemal immobilizing 
tests and no evidence of ever having had syphilis. It was 
also found that the titer of the serologic tests is not nec- 
essarily of the significance formerly attributed to it, as 
some of our patients now considered to be false positive 
reactors had titers of high degree. The significance of the 
positive serologic tests will be discussed later in more 
detail. 

The treponemal immobilizing test is the only practical 
procedure available for separating the group of false 
positive reactors from patients with latent syphilis. We 
found many examples of error in both directions. Here 
the treponemal immobilizing test is of inestimable value 
both in curbing the tendency to make a diagnosis of false 
positive reactions too easily and to prevent the psychic 
trauma produced by the erroneous diagnosis of syphilis. 

The treponemal immobilizing test on the spinal fluid 
is of great value as a diagnostic test for neurosyphilis. 
Unlike the serologic tests, it remains positive indefinitely 
regardless of the amount of treatment, unless given quite 
early in the course of the disease, in both symptomatic 
and asymptomatic neurosyphilis. In our experience, for 
example, it was positive in the spinal fluid of all persons 
with tabes dorsalis but negative in cases of latent syphilis. 


Two years ago one of us (M. B.) began to study the 
treponemal immobilizing test in the patients admitted to 
Presbyterian Hospital for various diseases other than 
syphilis who had positive serologic tests on routine test- 
ing. Many had diseases in which biologically false posi- 
tive reactions have been thought to occur. Although the 
number of cases in each disease studied is too small to 
permit definite conclusions, it early became evident that, 
without the treponemal immobilizing test, correct diag- 
nosis was impossible. 

Coburn and Moore,’ Rein and Kostant,’ Haserick and 
Long,’® and others have reported that acute disseminated 
lupus erythematosus was thought to be responsible for a 
biologically false positive reaction. The results reported 
here show that in acute disseminated lupus erythemato- 
Sus positive serologic tests are usually biologically false 
positive reactions. Nine of 11 patients with positive or 
weakly positive serologic tests had negative treponemal 
immobilizing tests. The remaining two patients had anti- 
complementary treponemal immobilizing tests. It has 
been noted previously that anticomplementary reactions 
are found in this disease. Coburn and Moore * have re- 
ported high levels of gamma globulins to be a constant 
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characteristic in their cases of lupus erythematosus. 
Davis and co-workers '' have shown that gamma globu- 
lin is anticomplementary. It has been noted in our labo- 
ratory that an unknown factor, or factors, in the serum 
in patients with acute lupus erythematosus uses more of 
the added complement in the treponemal immobilizing 
tests than in specimens from other diseases. 

Varying degrees of anticomplementary action in the 
treponemal immobilizing test were observed in 12 of the 
14 cases of acute disseminated lupus erythematosus. 
This was of sufficient degree to necessitate reporting two 
as anticomplementary. In a control series of 100 cases 
with negative treponemal immobilizing and positive sero- 
logic tests, only 11 examples of some degree of anticom- 
plementary action were found. 

The eight patients with positive serologic tests in this 
group in the table were persistent false positive reactors. 
Four of these patients had been treated because of the 
positive serologic tests before the onset of symptoms of 
acute lupus erythematosus. No change in the serologic 
tests resulted. The positive serologic test was known to 
have been present for 24 years in the first case, 6 years in 
the second, and 4 years in the third and fourth. It is inter- 
esting to note in the case in which a positive serologic 
test was present for 24 years that it had been found when 
the patient was 3 years of age, at which time she was 
treated with arsenic and bismuth. Her mother had been 
treated because of a positive serologic test before the 
patient was born. The mother’s serologic test is now 
negative, but the treponemal immobilizing test is posi- 
tive. 

A second patient had a similar history. She was seen at 
8 years of age with Sydenham’s chorea and a positive 
serologic test. Both parents had strongly positive sero- 
logic tests. The parents and the patient were treated with 
arsenic and bismuth. The patient was 33 years old and 
had two healthy children, 9 and 2 years of age, both 
with negative serologic and treponemal immobilizing 
tests. The patient’s treponemal immobilizing tests have 
been negative twice and the serologic tests repeatedly 
positive. The patient’s mother has positive serologic 
tests, and the treponemal immobilizing test is positive. 
Neither patient shows signs of congenital syphilis. It is 
impossible to determine with certainty if these persons 
had had biologically false positive reactions for all these 
years or positive treponemal immobilizing tests had be- 
come negative when treatment was given early. In this 
series there was no consistent relationship between the 
positive serologic test, the total globulin level, the L. E. 
cell test, the cephalin flocculation, the Coombs’ test, the 
severity of the disease, or the final outcome. 

Our four cases of subacute lupus erythematosus illus- 
trate the great value of the treponemal immobilizing test. 
Two patients had weakly positive serologic tests and 
were examples of false positive reactors, whereas a third 
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had positive serologic tests and treponemal immobilizing 
test and was pregnant out of wedlock; there is every 
reason to consider her syphilitic. 

Our experience over the years has shown that the ma- 
jority of patients with discoid lupus erythematosus have 
negative serologic tests. The two examples of false posi- 
tive reactors both have laboratory findings suggestive 
of an as yet undiagnosed systemic disease. It is here that 
the combination of a positive serologic test and negative 
treponemal immobilizing test may be of great value in 
prognosis and a warning to use medications with great 
caution. The value of the treponemal immobilizing test 
is again shown in establishing the probable coexistence 
of syphilis with other diseases, as shown by the two re- 
maining cases with positive serologic and positive trepo- 
nemal immobilizing tests. 

In periarteritis nodosa false positive reactions are 
thought to occur. We had one such example. Again there 
appears to be a lack of correlation between the positivity 
of the serologic test and prognosis because the patient 
who died had a negative serologic test. 

Moore and Mohr? report that sarcoidosis is one of the 
diseases outstanding among the conditions so far identi- 
fied in a substantial proportion of biologically false posi- 
tive reactors. Our findings to date do not agree with this 
statement. Of 102 patients with sarcoidosis established 
by biopsy, clinical, and laboratory findings, 14 had per- 
sistent positive serologic tests. One had a transient posi- 
tive Kline reaction once that was repeatedly negative on 
subsequent testing. Four had no serologic tests made. 
Of the 14 patients with persistent positive serologic tests, 
11 had treponemal immobilizing tests done and 2 have 
been lost to observation. The remaining patient had a 
positive serologic test and died before a treponemal im- 
mobilizing test was done. Both her husband and daughter 
had positive serologic tests. Ten of the 11 patients with 
persistently positive serologic tests had positive trepo- 
nemal immobilizing tests. One example of a biologically 
false positive reactor was found who had a weakly posi- 
tive serologic test and a negative treponemal immobiliz- 
ing test. It is interesting that four had been dismissed as 
false positive reactors but have been treated since the 
treponemal immobilizing test was done. In our opinion 
one should, to say the least, be very hesitant in making 
the diagnosis of a biologically false positive reaction in 
sarcoidosis. 

The value of the treponemal immobilizing test is 
shown in a variety of other diseases in which the sero- 
logic test was positive or weakly positive. Twenty-five 
patients in this category were found to have positive 
ireponemal immobilizing tests. Of these, six had been 
dismissed as false positive reactors and never treated. 
Twenty-five patients had biologically false positive re- 
actions, and five had received treatment unnecessarily. 

It is now becoming apparent that some patients with 
persistently positive serologic reactions have had vague 
signs and symptoms and later have had systemic diseases 
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such as acute disseminated lupus erythematosus. The 
treponemal immobilizing test at the latter stage has been 
negative, and in retrospect the diagnosis of biological}, 
false positive reaction can be made. One patient had been 
treated three years previously because of a positive sero. 
logic test but actually was a biologically false positive 
reactor, as shown by the negative treponemal immobiliz. 
ing test. He was therefore intensively studied and found 
to have disseminated lupus erythematosus. With this jn 
mind, we have tentatively listed a group of patients as 
having possible future systemic diseases who now haye 
false positive reactions and vague symptoms. We are 
studying this group thoroughly. In one such case multiple 
sclerosis already appears to be eventuating. Five of these 
patients have been treated unnecessarily for positive 
serologic tests. 

The evidence presented in this paper establishes the 
fact that the antibody responsible for the treponemal 
immobilizing test passes the placental barrier, as has 
been established for reagin. This passive transfer of anti- 
bodies to nonsyphilitic offspring from syphilitic mothers 
is of great practical importance. In this study, the sero- 
logic test reagin disappeared by the third month in 91% 
of our patients. This agrees with the results reported by 
Shaffer and Courville.’? However, the immobilizing anti- 
body persisted to the fourth or fifth month, usually dis- 
appearing by the sixth month. It is interesting to note 
that the duration of the persistence of this antibody paral- 
lels that of other passively transferred antibodies, such 
as that of herpes simplex.’* This longer persistence of 
the immobilizing antibody as compared to that of reagin 
must be remembered when evaluating the status of these 
babies. 

As can be seen in the chart, the Kolmer reaction is of 
higher titer and of longer persistence than the Mazzini 
and VDRL tests. This agrees with the results of Rein 
and Kostant."* 

The absence of syphilis in 92 of the 93 babies reported 
here emphasizes again the protective value of penicillin 
in preventing births of syphilitic infants. This protective 
value is further demonstrated by the fact that 32 of these 
babies were born of mothers treated scmetime before, 
but not during, the pregnancy in question. Most of these 
mothers had persistently positive serologic and trepo- 
nemal immobilizing tests. The one infant with congenital 
syphilis was born of a mother in whom secondary syph- 
ilis developed two months post partum. Examination of 
the baby at the same time showed snuffles, periostitis, 
and lymphadenopathy. The serologic test was positive, 
with a VDRL titer of 1 to 32. The spinal fluid showed a 
positive serologic test. The baby was treated With 12 
million units of penicillin and by the 18th month both the 
serologic test and the treponemal immobilizing test were 
negative. The mother received 14 million units of peni- 
cillin, and her serologic test became negative. A subse- 
quent pregnancy without antisyphilitic therapy resulted 
in a normal child with negative serologic test and no evi- 
dence of syphilis on follow-up. 

The offspring of three mothers with negative trepo- 
nemal immobilizing tests have been followed for one 
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year, « 1d all serologic tests have been consistently nega- 
‘ive, 1 1ese mothers we now believe had false positive 
serolo; ic tests. 
CONCLUSIONS 

|, ihe treponemal immobilizing test is a practical 
means of differentiating biologically false positive reac- 
tions irom true positive reactions indicative of syphilis. 
2. The concept of the significance of weakly positive and 
positive serologic tests in the absence of signs or history 
of sigus of syphilis must be revised in the light of evi- 
dence gained from the results of the treponemal immo- 
bilizing test. 3. The treponemal immobilizing test in the 
spinal fluid is of value in the diagnosis of neurosyphilis 
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in patients in whom the spinal fluid serologic test has 
become negative as the result of the passage of time or 
treatment. 4. In acute disseminated lupus erythematosus 
positive serologic tests represent biologically false posi- 
tive reactions in a high percentage of cases. 5. Little 
evidence for the recurrence of biologically false positive 
reactions was found in sarcoidosis. 6. Passive transfer 
of the immobilizing antibody across the placenta occurs 
in nonsyphilitic babies born of syphilitic mothers. 7. In 
passive transfer, the immobilizing antibody persists up 
to six months, whereas reagin disappears before three 
months. 


371 Park Ave. (Dr. Miller). 





CAT SCRATCH DISEASE 


REPORT OF ONE HUNDRED SIXTY CASES 


Worth B. Daniels, M.D. 


Frank G. MacMurray, M.D., Washington, D. C. 


During the past four years hundreds of cases of cat 
scratch disease have been reported from Europe and 
America. This newly recognized clinical entity has been 
separated from the group of regional adenopathies by 
means of a specific skin test. The differentiation is useful, 
since cat scratch disease, which has an excellent progno- 
sis, may often mimic the more serious granulomatous and 
neoplastic diseases of lymph nodes. 

In its commonest form, a cat scratch, or more rarely 
some other form of skin injury, is followed within a few 
days by the development of an indolent primary lesion 
at the site of inoculation. Within the next few weeks, 
striking regional lymphadenitis, without intervening 
lymphangitis, develops. The nodes may be red and tender 
or relatively painless. Fever and systemic symptoms are 
usually present. The nodes may regress spontaneously 
within a few weeks or proceed to suppuration with the 
development of bacteriologically sterile pus. 


As early as 1932, Dr. Lee Foshay * in Cincinnati began 
to recognize a group of patients, erroneously suspected 
of having tularemia, whose illness followed a cat scratch. 
At about the same time, Dr. Robert Debré in Paris be- 
came aware of a comparable entity. In 1945, Dr. Frank- 
lin M. Hanger and Dr. Harry M. Rose’ prepared an 
antigen from diluted, aspirated pus from a suppurative 
lesion in regional adenitis. This gave an intense tubercu- 
lin-like intradermal reaction in Hanger, who suffered 
from the disease, and also in Foshay’s patients. In 1947, 
Debré found that his patients had a positive intradermal 
reaction to an antigen prepared by Foshay. He published 
the first report of his work in 1950.* Mollaret inferred a 
serologic relationship between this disease and those 
caused by the psittacosis-lymphogranuloma venereum 
group of viruses.* Moreover, he transmitted the disease 
to a human and to monkeys, and he described inclusion 
bodies that he considered to be a visible form of the virus 
in the cells of primary lesions and involved lymph 


nodes.’ The first published American case was reported 
by Greer and Keefer ° in 1951. Later in the same year 
we published the first of a series of reports on this dis- 
ease.° 

The present paper is based on an analysis of 160 cases 
of cat scratch disease, of which 27 were personally stud- 
ied. Data in the remainder were kindly furnished by 
physicians who proved their diagnoses by intradermal 
reaction to one of our antigens. The cases included in 
this group of 160 occurred in 27 states and 8 foreign 
countries. 

ANALYSIS OF DATA 

Inoculation.—The modes of inoculation are presented 
in the table. It should be emphasized that in almost all 
cases there was known contact with cats. The majority of 
patients remembered a definite preceding instance in 
which a cat scratch was received, but a small group was 
presumably inoculated by other means. 

The disease occurred predominantly in patients who 
were in the younger decades. Over one-third of the pa- 
tients were children under 10 years of age and two-thirds 
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of the persons were under 30 years of age. There were, 
however, several patients in the 70’s. There were 12 
household epidemics centering about the family cat. 
Twenty-six patients, mostly children, were affected. The 
cat suspected appeared to be in good health, and those 
tested with the cat scratch antigen had negative reactions. 







Modes of Inoculation in 160 Cases 






No. of Cases 
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Appearance of insect bite.............scecccee 6 
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Sniffed pillows contaminated with cat urine 1 
Pricked with poreupine quill................. 1 
Abrasion from cleaning cat cage............ 1 
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Brush burn from garage floor............... 
Pricked with wood splinter............sseeees 
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Pricked with garden thorn................... 1 
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Primary Lesion.—Approximately half of the patients 
had an initial skin lesion that persisted for many weeks. 
It usually consisted of a scratch or a papule. If a scratch, 
it was either diffusely or locally inflamed, scabbed, or 
healed to a raised, indolent-appearing purple or dark red 
scar. If papular, it was sometimes surmounted by a 
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Fig. 1.—A primary lesion on the thumb, a papule surmounted by a vesicle. 





vesicle or pustule, sometimes resembled an insect bite, 
and occasionally was ulcerated with scabbing or crust- 
ing. Multiple primary lesions were occasionally seen. 
Clinical data for 160 patients are indicated in the tabu- 
lation. 
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Regional Adenopathy.—The regional nodes in. olyeq 
were usually markedly enlarged, often to the size of , 
golf ball or larger. Some were elastic and painle::, hy 
usually there was tenderness with redness, hea’ anq 
swelling of the overlying skin. Commonly the gland. were 
movable. When fixed, they were usually found to b» sup. 
purative, with penetration of pus through the cipsyle 
into the surrounding tissues. Suppuration, with (erie 
pus, occurred in 47 of the cases. 


Enlarged nodes were also found in unusual sites, such 
as under the edge of the pectoral and trapezius muscles. 
In two patients a node in the midline of the neck simv- 
lated an infected thyroglossal duct cyst. A firm mass con- 
sisting of suppurative nodes beneath the sternal attach- 
ment of the sternocleidomastoid muscle was thought 
prior to operation to be a chondrosarcoma of the sterno- 
clavicular joint. A granulomatous bone lesion with patho- 
logical changes consistent with cat scratch disease was 
encountered in a typical case by Dr. William C. Adams.’ 
There were two cases of Parinaud’s oculoglandular syn- 
drome (unilateral conjunctivitis with adenitis in the 
homolateral preauricular node). There were 88 cases in 
which the nodes were not removed and in which data are 
available concerning the duration of enlargement. Within 
two weeks, the glands had returned to normal in 13 cases; 
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Commonest time relationships 
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within four weeks, in 33 cases; within six weeks in 60 
cases. In the remaining 28 cases the nodes remained en- 
larged for periods of from seven weeks to more than two 
years. 

Constitutional Symptoms.—Eighty per cent of the pa- 
tients had some of the general symptoms of infection, 
such as chills, chilliness, headache, generalized aching, 
lassitude, weakness, malaise, anorexia, nausea, or ab- 
dominal pain. The latter was present in five patients. 
A rash was noted in 11 patients. It was maculopapular 
in six, erythematous in one, and finely papular in two. 
These were evanescent, lasting about 48 hours. Two 
others had erythema nodosum on the legs. Fever oc- 
curred in three-fourths of the patients. In general this 
was mild, but occasionally the temperature exceeded 
105 F. There was no correlation between suppuration 
and the presence, absence, or duration of fever. In 69 
patients the duration of fever was known. In 33 it per- 
sisted for one week or less; in 19 for from one to two 
weeks; and in 17 for over two weeks. In two patients cat 
scratch disease was complicated by encephalitis. Both 
of these patients recovered and showed no residual effects 
of the disease. 

Intradermal Test.—Antigen for the intradermal test 
was prepared from pus obtained from suppurative nodes 
by aspiration or at operation. It was diluted one to five 








-Nn- 
wo 


a- 
mn, 


1g, 
ib- 





Vol. 124, No. 15 


with s erile isotonic sodium chloride solution and was 
heatec to 56 C for one hour on two consecutive days. 
When -terility had been proved, 0.1 ml. was injected in- 
tracut neously. At 48 hours a positive reaction was 
indicaied by a central papule 0.5 to 1 cm. in diameter or 
an are of erythema 1 to 6 cm. in diameter or both. Anti- 
ven was also prepared by a comparable technique from 
, macerated necrotic lymph node. The antigen from the 
macerated lymph node did not prove to be as reliable as 
that made from pus. 

Twenty-four different antigens were used. The inten- 
sity of skin reaction to these varied considerably. Some 
produced a firm central papule with marked surrounding 
erythema and others only a small area of erythema. There 
was also significant difference in the degree of skin sensi- 
tivity of different patients to the same antigen. In one 
family epidemic one patient gave a positive intradermal 
reaction and three others were negative to the same 
material. 

Results of Laboratory Exarninations.—The leukocyte 
counts were usually normal or mildly elevated. Few pa- 
tients had leukocytosis. During the more acute phase of 
the disease the sedimentation rate was usually rapid. Cul- 
tures of pus or removed nodes were made in 46 patients. 
All except one was sterile. This grew a gram-negative 
rod. Agglutinations for tularemia were negative in the 
47 patients so studied. Complement fixation tests with 
Lygranum (lymphogranuloma venereum antigen from 
the yolk sac of chick embryos) on the serums of 29 pa- 
tients gave positive titers in a dilution of one to six or 
higher in 10. Thirty-five patients in this group were 
tested with the Lygranum skin test, and all but two had 
negative reactions. 

Since cat scratch disease may simulate a wide variety of 
lymph node lesions such as tularemia, infectious mono- 
nucleosis, lymphosarcoma, Hodgkin’s disease, tuber- 
culous adenitis, lymphogranuloma venereum, and both 
benign and malignant tumors, case reports illustrating 
various forms and certain unusual manifestations of the 
disease are presented. 


REPORT OF CASES 


Ulceroglandular Form Simulating Tularemia.—A housewife 
was scratched on the hand by a cat. The scratched area sub- 
sided, but it reappeared two weeks later as a festering linear 
scab. Six weeks later she discovered a tender mass the size of 
a golf ball in the axilla. Within the next few weeks, the mass 
enlarged and the overlying tissues became red and edematous; 
3 cc. of sterile yellow pus were aspired. She demonstrated skin 
hypersensitivity to an antigen made from this pus and to one 
made from a known case of cat scratch disease. Reaction to 
the latter consisted of a yellow indurated nodule, 1.5 cm. in 
diameter, surrounded by a tender erythematous area 6 cm. in 
diameter. Agglutinations for tularemia were negative. The axil- 
lary mass became so tender that it was removed surgically. At 
operation several nodes were found to be enlarged. Pus had 
dissected through the capsule of some of these, forming sinus 
tracts between the masses of inflammatory tissue. Postopera- 
tively, with the use of chlortetracycline (Aureomycin), the area 
healed, 

Cervical Form Simulating Infectious Mononucleosis.—A 
housekeeper who had repeatedly cleaned and sniffed pillows 
coniaminated by cat’s urine had malaise, mild sore throat, 
fever, and enlarged, elastic, mildly tender anterior cervical and 
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supraclavicular nodes bilaterally. She was thought to have in- 
fectious mononucleosis, but hematological and serologic evi- 
dence of this disease was absent. The intradermal test was 
positive. After therapy with chloramphenicol, fever ceased 
within four days and the nodes receded within three weeks. 
There had been a previous case of this disease in the house- 
hold. 

Cervical Form Simulating Tuberculous Adenitis—A _ car 
washer who lived in a household with cats had fever, sterile 
suppurative cervical adenitis, and lung infiltration that was de- 
termined by roentgen examination. He was thought to have 
tuberculous adenitis. The intradermal test for cat scratch dis- 
ease was positive. The cultures of pus that were removed grew 
no tubercle bacilli. An antigen prepared from the patient’s pus 
produced a mildly positive skin reaction in him and strongly 
positive tests in known reactors. The man recovered in about 
one month. 

Cervical Form Simulating Thyroglossal Duct Cyst—In a 
clerk an insensitive rounded cystic mass rapidly became as 
large as an egg in the midline of the neck just above the cricoid 
cartilage. This was considered to be a thyroglossal duct cyst. 
On excision the mass was found to be a lymph node and 
showed microscopic changes suggestive of cat scratch disease. 
It was then ascertained that she had been scratched and licked 
by cats but had had no primary skin lesion. The intradermal 
test was strongly positive. 

Cervical Form Simulating a Malignant Tumor.—This case 
illustrates involvement of lymph nodes in an unusual site. A 
child had a hard nontender mass in the suprasternal notch 
that appeared to be fixed to the head of the right clavicle. She 
was afebrile. The cervical nodes were not enlarged. Chondro- 
sarcoma was suspected. Operation revealed inflammatory tissue 
in which lymph nodes were embedded. The microscopic ap- 
pearance of the nodes was consistent with cat scratch disease. 
Intradermal test was strongly positive. On further questioning, 
the mother recalled that the child frequently played with 
kittens and that there had been a maculopapule resembling 
an insect bite on the child’s chin 10 days before the mass 
appeared. The child’s sister, ill at the same time, was also 
found to be suffering from the cervical form of cat scratch 
disease. Her intradermal test was also positive. 

Inguinal Form Simulating Lymphogranuloma Venereum.— 
A man, of 30 had enlargement of the inguinal lymph nodes, 
low fever, and malaise without any genital lesion. He was 
thought to have lymphogranuloma venereum, but the Frei 
test was negative. On further questioning, it was ascertained 
that, six days after a cat scratch, he had had an ulcerated, 
indurated papule on the knee at the site of the scratch fol- 
lowed in 10 days by the inguinal node enlargement. The 
intradermal test was positive. The nodes receded in nine weeks 
without suppuration. 

Oculoglandular Form (Parinaud’s Syndrome).—A girl of 12, 
who had constant contact with cats but recollected no scratches, 
skin lesions, or eye injury, had intense, unilateral conjunctivitis 
followed a day later by homolateral enlargement of the pre- 
auricular lymph node, fever, and malaise. Studies for tula- 
remia, syphilis, tuberculosis, and infectious mononucleosis were 
negative. An intradermal test for cat scratch disease was 
positive, and with local treatment recovery was complete in 
one month. 

Inguinal Form Associated with Erythema Nodosum.—A 
boy who was frequently scratched by cats had enlargément 
of tender, fluctuant, inguinal nodes together with fever, malaise, 
chilliness, and anorexia. At the same time skin lesions de- 
veloped on the lower legs. These lesions were characteristic of: 
erythema nodosum, and they lasted three weeks. The reaction 
to the intradermal test was positive. After several aspirations of 
sterile pus, the node enlargement, as well as the systemic symp- 
toms, subsided. 

Axillary Form Complicated by Encephalitis —A girl of 8 
slept with her cat. She was admitted to the hospital in coma 
with fever and convulsions. There was horizontal nystagmus, 
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and a Babinski reflex was elicited bilaterally. Two lymph 
nodes, each the size of a tangerine, were present in the right 
axilla. The cerebrospinal fluid showed no pleocytosis, increase 
in protein, or other abnormality. Convulsions ceased and con- 
sciousness was regained in 48 hours, but mild fever persisted 
for six days. The nodes became larger and fluctuant. At ex- 
cision on the 16th hospital day, they contained sterile pus, 
and their microscopic pattern was consistent with cat scratch 
disease. Recovery ensued, and an electroencephalogram on 
the 21st hospital day was normal. Three months after onset 
of the illness, the intradermal reaction was intensively positive. 


THERAPY, PATHOLOGY, AND ETIOLOGY 


The difficulties of evaluation of the effects of therapy 
in a self-limited disease are obvious. Control studies, 
moreover, were not possible, since most patients had 
been treated before they were seen by us. Sulfonamides 
and most of the antibiotics have been tried. It has been 





Fig. 2.—A late lymph node lesion, showing a microabscess with central 
necrosis surrounded by a collar of epithelioid cells (x 39). (Armed Forces 
Institute of Pathology Negative number 613962.) 


our impression and that of other investigators that oxy- 
tetracycline, chlortetracycline, and chloramphenicol may 
be beneficial. 

The lymph nodes of 29 patients were studied by Win- 
ship.’ These nodes early showed hyperplasia of the reticu- 
loendothelial cells followed, in the later phases of the dis- 
ease, by the development of focal granulomas, with 
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suppuration and necrosis. These granulomas we: sy; 
rounded by a layer of epithelioid cells, and in m: »y jp. 
stances giant cells were present. : 

Dr. Charles Armstrong of the National Institi es oj 
Health has been attempting to isolate an ageni from 
lymph node material obtained in a number of the cases 
herein described. His work is still in progress. He pre. 
pared the antigens that we used. 


COMMENT 

Of 160 cases of cat scratch disease reported, 43 o¢- 
curred in the greater Washington area. This suggests that 
the disease may frequently be discovered in any city, once 
the local physicians have become informed of the exist- 
ence and characteristics of the disease. Pediatricians and 
practitioners of general medicine and surgery encounter 
most of the cases of cat scratch disease, but oncologists, 
hematologists, ophthalmologists, and neurologists should 
include it in their thinking. Pathologists particularly wil] 
be able to find instances of it in the group of patients they 
have formerly reported as having nonspecific or granu- 
lomatous lymphadenitis. 

In the past, cat scratch disease had been confused clin- 
ically with almost all diseases involving lymph nodes, 
especially tumors, lymphomas, infectious mononucleosis, 
pyogenic adenopathy, subcutaneous abscesses, tubercu- 
lous lymphadenitis, infected cysts, tularemia, and lym- 
phogranuloma venereum. Whenever there is any doubt 
as to the etiology of a lymph node disease, an intradermal 
test with cat scratch antigen should be done. This may 
often obviate the necessity of biopsy and release the pa- 
tient and physician from the fear of some more serious 
disease. 

Some of the more unusual manifestations in this series 
were Parinaud’s syndrome, encephalitis, erythema mullti- 
forme, and abdominal pain. Similar observations have 
already been reported by others. The oculoglandular 
form of cat scratch disease was first described in France. 
In the United States, Dr. J. C. Petersen * has studied two 
such patients, and Cassady and Culbertson * have studied 
four. Five instances of encephalitis have been reported.’ 
As in our cases, all the patients recovered without resid- 
uals. Erythema nodosum was described in France. Ab- 
dominal pain in association with cat scratch disease was 
reported by Usteri, Wegmann, and Hedinger.'® Mesen- 
teric nodes removed at operation were enlarged, and the 
microscopic pattern was consistent with cat scratch dis- 
ease. It is possible that our patients with abdominal pain 
also had mesenteric adenitis. 

It is obvious that each antigen must be tested on known 
positive reactors prior to relying on its value as a diagnos- 
tic material. Further, each batch of material must be tried 
on healthy controls. In many hundred skin tests we have 
encountered only three “normal” persons who had a pos- 
itive reaction. It is presumed that these persons have 
previously had the disease in an unrecognized form. Our 
experience with the use of this crude antigen makes us 
feel that a positive intradermal test is indicative of pres- 
ent or past infection. Negative reactions, however, have 
been obtained in 16 patients who had illnesses that were 
clinically, and often pathologically, suggestive of cal 
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scratc! disease. The 16 negative reactors have not been 
includ. J in this analysis. One such patient was proved 
io hav. toxoplasmosis." There is evidence that Pasteur- 
lla m. itiseptica may produce a similar clinical picture.’ 
Morec er, there may be several strains of the causative 
agent of cat scratch disease, or other infectious agents, 
as yet undescribed, may produce an identical clinical sit- 
yation 

The pathological pattern described may be seen in 
other granulomatous inflammations such as tularemia 
and lymphogranuloma venereum and has been confused 
with tuberculosis. Therefore, it is at best only suggestive 
but not diagnostic of cat scratch disease. In instances in 
which this pathological picture is found in conjunction 
with a characteristic clinical history and a positive intra- 
dermal reaction, however, an absolute diagnosis can be 
made. 

Mollaret has described so-called basophilic granulo- 
corpuscles in the cytoplasm of cells dyed with Giemsa’s 
stain. He considered these to be a visible form of the vi- 
rus and diagnostic of cat scratch disease. Winship states, 
on the other hand, that these inclusion bodies are non- 
specific and that he has found them in the cells of a wide 
variety of lymph node diseases. 


SUMMARY AND CONCLUSIONS 


An analysis of 160 cases of cat scratch disease from 
27 states and 8 foreign countries is reported. In its 
most classic form the disease follows a cat scratch or 
other skin injury, with the development in about one-half 
of the cases of a primary skin lesion that may assume a 
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variety of forms. Regional lymphadenitis developed and 
proceeded to suppuration in 47 of the cases reported. 
Lymph node enlargement persisted for from two weeks to 
six months. Most patients had had contact with cats. The 
commonest forms of the disease were those involving ax- 
illary, cervical, or inguinal nodes. Less often lymph nodes 
in unusual sites were involved, as under the edge of the 
pectoral or trapezius muscles, in the suprasternal notch, 
and in the upper midline of the neck. Rarely one eye was 
the site of inoculation, with conjunctivitis and homolat- 
eral enlargement of the preauricular node (Parinaud’s 
oculoglandular syndrome). Low fever and mild systemic 
symptoms were frequent. Sometimes a rash appeared, 
which was usually maculopapular and transient. Ery- 
thema nodosum occurred in several patients. Encepha- 
litis complicated the illness in a few of the more severely 
ill persons. 

All of the patients reported on had a positive intra- 
dermal test result with cat scratch disease antigen. A few 
patients whose clinical manifestations suggested this dis- 
ease had negative intradermal tests and were not included 
in this analysis. The granulomatous microscopic pattern 
in affected nodes was suggestive, but not diagnostic, of 
cat scratch disease. Studies of our material have as yet 
thrown no light on the etiology. 
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FREE MALIGNANT CELLS IN 


RELATION TO RECURRENCE OF 


CARCINOMA OF THE COLON 


Elizabeth A. McGrew, M.D., John F. Laws, M.D. 


Warren H. Cole, M.D., Chicago 


Follow-up observations on patients operated on for 
carcinoma of the colon at the Illinois Research Hospital 
during the past several years have revealed an alarmingly 
high incidence of local recurrence of carcinoma at the 
suture line after resection and primary end-to-end anas- 
tomosis. This led one of us (W. H. C.)' to suspect im- 
plantation of cancer cells by the suturing procedure at the 
time of operation. This same fear has been expressed by 
Goligher and associates,” who reported a 10% local re- 
currence of carcinoma in 162 patients having local resec- 
tion of the proximal part of the rectum followed by end- 
to-end anastomosis or colostomy and inversion of the 
rectal stump (Hartmann operation). In two of their pa- 
tients carcinoma became imbedded in the soft tissues of 
the abdominal wall or perineum. These authors studied 
an additional 7 cases (total of 23) of local recurrence of 
carcinoma obtained from other hospitals. 

In a study * of local recurrences of carcinoma at Illi- 
nois Research Hospital, we noted that in 55 consecutive 
cases in which local resection of the colon and proximal 
rectum was done over a five year period between 1944 


and 1950 (excluding Miles’ operation [abdominoperi- 
neal excision of rectum]) there was local recurrence in 
16%. In this group of nine recurrences, two-thirds oc- 
curred at the suture line, thus indicating that in slightly 
over 10% of the entire series local recurrence of this 
type, possibly secondary to suture implantation, had 
occurred. In the remaining three cases the recurrence 
occurred distal to the suture line and/or associated with 
generalized metastases. 

In our opinion, if implantation of malignant cells does 
occur during operation it is probably produced by con- 
tamination of the suture through contact with the un- 
cleansed mucosa, with implantation of cells into the wall 
of the intestine as the suture is passed through it. There 
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is, Of course, the possibility that implantation of malig- 
nant cells may take place as the bowel segment is excised, 
the cells coming in contact with the raw cut surface of the 
bowel. 

The fact that recurrence of carcinoma rarely occurs in 
the proximal part of the colon at the site of a colostomy 
is a point strongly in favor of implantation. It has been 
shown by numerous investigators that growth of carci- 
noma rarely extends distally by lymphatic spread or in 
the wall more than 2.5 to 3 cm. Seldom indeed will a sur- 
geon resect a cancer of the large intestine with a margin 
of less than 3 cm. on the distal side of the tumor. Accord- 
ingly, if local recurrence is due to invasion, then it must 
take place in the proximal portion of the colon. We em- 
phasize that when a surgeon mobilizes a colonic tumor 
he often identifies the site of section of the colon proximal 
to the tumor before he decides whether he will do a re- 
section with primary end-to-end anastomosis or do a 
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Fig. 1.—Oil immersion photomicrograph (Papanicolaou stain, « 1200) of 
malignant cells with littlhe or no remaining cytoplasm but well-preserved 
nuclei showing chromatin abnormality and large multiple nucleoli. 


Miles resection. Therefore, if local recurrence were the 
result of direct invasion, recurrence of tumor at the site 
of colostomy should be common. As emphasized, such is 
not the case; the rarity of recurrence at the site of colos- 
tomy then minimizes the possibility of recurrence by in- 
vasion. 

The possible explanation of local recurrence by the 
implantation theory has led us to change our technique 
in that in some cases we place a ligature around the colon 
proximal and distal to the tumor before any operative 
manipulation is carried out; in the remainder of the cases, 
we have used a standard technique for control purposes. 
Previously we had adopted the policy of thoroughly irri- 
gating the colonic segments before placing sutures; how- 
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ever, we assumed that ligation of the colon proxim | anq 
distal to the tumor was more important, and in this <tudy 
we did not utilize irrigation. : 

We wish to call attention to the fact that when su: eng 
are operating on breast cancer they are excepti: ially 
careful to prevent any possible contamination of he lth, 
tissue by cancer cells. Yet when these same surgeon. per- 
form radical operations for carcinoma of the coloy, no 
effort whatever is taken to prevent implantation of cxacer. 
The present study was undertaken to investigate the pos- 
sibility that implantation of free malignant cells may ex- 
plain local recurrence of carcinoma of the colon. 


MATERIAL AND METHODS 

Fifty unselected specimens of carcinoma of the colon 
were examined for the presence of free malignant cells in 
the lumen of the colon at various distances from the tu- 
mor. Most of the specimens were removed by standard 
surgical technique, but in five of the cases a ligature was 
tied around the colon above and below the tumor before 
any operative manipulation of the tumor area. The speci- 
mens were obtained as soon as possible, usually within 
an hour after resection, and smears of mucus from the 
lumen were taken before handling or examination by the 
pathologist. Smears were taken from the terminal centi- 
meter of the distal and proximal ends of the specimen and 
in some instances from the mucosa at various distances 
between the tumor and the resected ends. The smears 
were processed by the method of Papanicolaou ‘ and 
carefully scanned for malignant-appearing cells. Smears 
from the surface of the tumor itself were used for com- 
parison. 

Smears were considered positive if cells or cell clusters 
were found that conformed to the cytological criteria of 
malignancy. The most important criteria in this material 
were found to be anisonucleosis, increased nuclear-cyto- 
plasmic ratio, nuclear distortion, giant nucleoli, and chro- 
matin abnormality.” Only well-preserved nuclei were 
considered a basis for a positive evaluation for this study, 
although degenerating nuclear “ghosts” may sometimes 
be recognized as malignant. Other investigators, among 
whom Bader and Papanicolaou ° have published the most 
recent report, have made cytological studies of material 
from the bowel for diagnostic purposes. The types of nor- 
mal and malignant cells observed in this study conformed 
to their descriptions. Attempts to grow these isolated cells 
in tissue culture are now being made by Dr. Jewel Plum- 
mer, department of anatomy, University of Illinois. 


RESULTS 

For the most part the smears were adequate, and it was 
felt that blood and fecal debris interfered little with the 
microscopic interpretation. The cytoplasm of malignant 
intestinal epithelial cells is apparently rather fragile, as 
many of the cells showed ragged or no cytoplasm even 
though their nuclei showed no signs of degeneration 
(fig. 1). Malignant cells and cell clusters constituting 
actual tissue fragments (fig. 2) were numerous in smears 
taken from the surface of the tumor and were present in 
diminishing numbers as the site of origin of the smear 
became more distant from the tumor. The proportion of 
malignant cells showing cytoplasmic degeneration was 
similar, however, in smears from the tumor area and in 
those taken at a distance from the tumor. 
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Fr n 14 to 56% of the smears from the proximal ends 
of the resected segments of colon were positive, and from 
43 tc 76% of the smears from the distal ends were pos- 
tive table 1). There is some apparent tendency for the 
‘tages of positive smears at the ends of the speci- 
men 0 be lowest in the specimens of the ascending colon 
and progressively higher in the transverse colon, de- 
scenving colon, and rectum; however, since the number 
of malignant cells present had seemed related to the dis- 
tance from the tumor, the average distances between the 
tumors and the ends of specimens were included. It is 
apparent that the percentage of smears that are positive 
tends to vary inversely with the distance from the tumor. 
When these values are plotted graphically, an almost lin- 
ear relationship is observed. 

To further evaluate this finding, ali smears, except 
those in which ligature or the ileocecal valve intervened 
between the tumor and the site of origin of the smear, 
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TABLE 1.—Positive Smears from Surgical Specimens of Colon 


Smears trom 
Distal End 


Smears from 
Proximal End 
nies 
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Taste 2.—Positive Smears in Relation to Distance from Tumor 


Distance from Tumor, Cm. 


oe 
25 and 
0-4.9 5-9.9 10-14.9 15-19.9 20-24.9 Over Total 
Number of smears..... 27 28 13 9 4 10 91 
Per cent of smears 
PORNO ikcc0cxseseses 82 71 46 56 25 10 60 


were tabulated in relation to the distance between the 
tumor and the smear. These results show a definite cor- 
relation, the percentage of positive smears rising as the 
area represented draws nearer the tumor (table 2). At 
a distance of 25 cm. or more from the tumor, 10% of the 
smears were positive, while 82% contained malignant 
cells if taken less than 5 cm. from the tumor. Positive 
smears have been obtained from bowel mucosa as far as 
35 cm. from the tumor. 

In the five cases with occlusive ligatures around the 
colon on one or both sides of the tumor, eight smears 
taken from the colon mucosa just beyond the ligatures 
were negative. Of the eight smears taken at the ligatures 
on the tumor side, however, seven were positive. The dis- 
tances between the tumors and the ligatures were from 
5to 12cm. Eight of the specimens included the ileocecal 
valve and from 12 to 37 cm. of terminal ileum. Tumors 
in these cases were in the cecum or ascending colon in 
seven instances and in the transverse colon in one. In only 
one of these was a positive smear obtained proximal to 
the ileocecal valve. 
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COMMENT 


The factors producing the spread of malignant cells in 
the lumen of the colon are of some concern. It was antic- 
ipated that tumor cells would be found oftener at the 
distal end of the specimen than at the proximal end be- 
cause of the action of peristalsis. Sixty-five per cent of 
the smears taken at the distal ends of specimens were 
positive, while 42% of those from proximal ends were 
positive; however, the average length of the distal seg- 
ments was only 10 cm., while the proximal segments 
averaged 21 cm., over twice as long. Although precise 
correlation cannot be made, it seems that peristalsis is 
not a factor in disseminating the cells. 

The possibility that preoperative enemas might carry 
malignant cells far from the tumor site was also consid- 
ered. Study of the cases in which occlusive ligatures were 
placed around the bowel early in the operation appears 





Fig. 2.—Photomicrograph (Papanicolaou stain, 265) of fragment of 
tumor tissue. 


to rule out this factor, however. According to the obser- 
vations in other cases, one would expect at least 50% of 
smears at a distance of 5 to 12 cm. from the tumor to be 
positive. All smears taken from beyond the ligatures were 
negative, however, while almost all smears from the tu- 
mor side at the ligature were positive. This seems clearly 
to indicate that tap water enemas given the night before 
operation do not result in the presence of tumor cells at 
a distance from the tumor in the lumen of the colon. In 
addition, the observation that well-preserved and degen- 
erating tumor cells appear in similar proportions regard- 
less of the distance from the tumor suggests that the 
spread of tumor cells has taken place recently. Appar- 
ently, therefore, the dissemination of malignant cells oc- 
curs during the operation, is due presumably to manipu- 
lation, and can be prevented by occluding the lumen of 
the bowel above and below the tumor before handling 
the tumor area. 
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The ileocecal valve may also bar the spread of tumor 
cells to a certain extent, since in eight cases in which the 
ileocecal valve intervened between the tumor and the 
area represented by the smear, only one positive smear 
was obtained. The portion of the colon in which the 
tumor was situated, the size and character of the tumor, 
and the presence or absence of metastases did not appear 
to be related to the dissemination of malignant cells in 


the lumen. 
SUMMARY 


To explore the possibility of recurrent carcinoma of 
the bowel arising from tumor cells lying free in the lumen 
of the colon and becoming implanted by the suturing 
needle or on cut surfaces at lines of anastomosis, Papan- 
icolaou smear preparations of mucus from the lining 
surface of colon specimens removed for carcinoma 
were examined. Apparently well-preserved and possibly 
viable malignant cells were present in smears of 42% of 
the proximal ends and 65% of the distal ends of the re- 
sected colons at average distances from the tumors of 
21 cm. and 10 cm., respectively. Such cells were found 
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as far as 35 cm. from the tumor in one instance nq in 
more than half of the smears taken at a distanc: com. 
monly considered safe for resection (10 to 15 
This strongly suggests that occasional implantati: 
growth of these free cells may be responsible for 
rences. 

The presence of malignant cells was related |} the 
length of the segment, tumor cells being more nun ieroys 
and a larger percentage of smears being positive :s the 
distance between the tumor and the area represented by 
the smear diminished. The evidence indicates that the 
cells are disseminated by manipulation during operation 
and not by peristalsis or preoperative enemas, since oc- 
clusive ligatures placed around the colon early in the 
operative procedure prevented their spread. Accordingly, 
there appears to be presumptive evidence that prophylac- 
tic measures, consisting of ligation of the colon proximal 
and distal to the tumor before any operative manipula- 
tion is carried out, should be adopted. 


1853 W. Polk St. (Dr. McGrew). 
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PERIODIC 


PERITONITIS—HEREDITY AND PATHOLOGY 


REPORT OF SEVENTY-TWO CASES 


Hobart A. Reimann, M.D., Jean Moadié, M.D., Samuel Semerdjian, M.D. 


and 


Philip F. Sahyoun, M.D., Beirut, Lebanon 


Periodic peritonitis is a disorder of unknown cause 
characterized by short episodes of pain in the abdomen 
and elsewhere, fever, leukocytosis, and regular or irregu- 
lar recurrences Over many years. Victims may be dis- 
abled during the episodes, but there is no interference 
otherwise with their general health. Little attention has 
been given to the disorder. It seldom was recognized 
or may have been confused with the group of visceral 
erythemas of Osler, Schénlein-Henoch purpura, or an- 
gioneurotic edema. Heberden may have dealt with the 
disorder in 1806 when he wrote of “pains which are 
regularly remittent the fits of which return as periodi- 
cally as those of an ague; such I have known in the 
bowels, stomach, breast, loins, arms and hips, though 
it be but seldom that these parts suffer in this manner.” ! 
A century later, Janeway and Mosenthal observed the 
case of a girl of 16 who had had short episodes of ab- 
dominal pain and fever at regular intervals since in- 
fancy.” Siegal described or cited 10 cases in 1945 and 
reported 6 more in 1949.* From 1943 to the present, a 
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patient has been observed who has had episodes of fever 
with pains in the abdomen, chest, and joints at intervals 
of about 21 days for 18 years.* Investigation of the prob- 
lem led to further search and collection of many similar 
cases and of different recurrent disorders as well; these 
were summarized elsewhere. They all have repetitive 
episodes of disease and periods of well-being and are 
listed according to their outstanding features as periodic 
abdominalgia (peritonitis), periodic fever, periodic ar- 
thralgia, periodic edema, periodic purpura, and others. 
Despite their clinical differences, however, they have 
some features in common beside periodicity, and the 
symptoms may overlap. These facts and the occasional 
transfer of symptoms from one place to another suggest 
a similar underlying causative mechanism or a unity of 
origin. Periodic peritonitis, apart from other periodic 
disorders, is peculiar in that it affects persons of Arme- 
nian, Arabic, or Jewish extraction especially. 

Lebanon offers an unusual opportunity for study of the 
problem. In an Arabic population of about 1,300,000, 
there are about 100,000 Armenians. In five years, 
72 cases of periodic peritonitis were collected—49 in 
Armenians and 23 in Arabs. Forty patients were men. 
Fifty-eight patients were studied or interviewed in the 
hospital, in its outpatient department, or in their homes. 
Facts of 14 cases were obtained by hearsay and con- 
cerned genetic relatives of victims. There are many more 
unrecognized cases. Locally, it is called “Armenian dis- 
ease.” Because of the similarity of the cases to each 
other and to those recorded previously, no detailed clini- 
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-al des. ‘ption is needed. A few outstanding features and 
yariatic ‘s are Worthy of note and a few illustrative cases 
will be ited. 

The ..isorder began before the age of 12 in 35 of 56 
patient In one it was said to have begun at 6 weeks 
of age, 1 one at 34 years, and in another at the age of 
45. The period between attacks, for the most part, was 
measur. d by the victims in weeks or months, the short- 
est periods being three days and the longest, one year. 
In most patients, episodes were reported as coming 
reguiarly or irregularly at intervals of one, two, three, 
or four weeks, twice a month, monthly, or every two, 
three, or four months. Seven have had intervals of 7, 
14, 21, or 28 days for years. Many of those usually 
having irregular periods had had periods of regularity. 
In two, episodes ceased for many months but then re- 
curred at the same interval. In four, episodes were ab- 
sent during pregnancy. In two, episodes came at shorter 
intervals during the summer than in winter; in two, the 
opposite occurred. As age advanced, the period between 
attacks gradually became shorter in 17 and longer in 9. 
In two men, episodes ceased after the age of 50. In a 
few patients to be described, the nature of the episodes 
changed. Episodes last from a few hours to eight days 
but, generally, are uniform in each patient. In most 
cases, discomfort lasts from 24 to 72 hours. In some, 
the pain is severe and incapacitating and requires rest 
in bed and analgesics. It begins cften in the right upper 
or right lower quadrant or in the epigastrium and usu- 
ally becomes diffuse. It is described as colicky, dull, or 
severe. The abdominal muscles often are rigid. Tempera- 
ture of 38 to 40 C (100.4 to 104 F) during episodes was 
reported in every patient in whom measurement was 
made. Concern was felt for one victim who threatened 
suicide rather than face the prospect of repeated discom- 
fort for years. 

The common complaint was abdominal pain in 58 
patients observed. Vomiting occurred in 16, a chill or 
chilliness in 15, nausea in 14, constipation in 8, and 
diarrhea in 8. Abdominal distention, flatulence, sweat- 
ing, headache, oliguria, frequency, and polyuria were 
noted in a few instances. When leukocyte counts were 
made during episodes, they ranged from 11,000 to 
26,000 per cubic millimeter in 15 patients and from 
5,000 to 10,000 in 8 patients. Sigmoidoscopy during an 
episode revealed a hyperemic mucosa in one patient. 
Appendectomy had been performed in 11 and cholecys- 
tectomy in 6 patients. In two, laparotomy had been done 
four times. Tonsillectomy had been performed in three 
and pneumoperitoneum, uterine suspension, paraverte- 
bral block, and sympathectomy each in one. Antimalar- 
ial therapy had been used in four cases, antibiotics in six, 
and emetine, p-aminobenzoic acid, and cortisone each 
in one. In no case of this study or in a previous one ° 
did therapy or surgical operation have more than a 
transient influence on the episodes. 


HEREDITY 
In nine instances, the disorder was present in genetic 
relatives. The most striking example of heredity was 
discovered in an Armenian family in Anjar, a village 
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established in Lebanon as a refuge for survivors of the 
siege of Musa Dagh in 1917. Twenty members in five 
generations were affected as shown in figure 1. The 
disorder was recognized as a familial trait and was known 
locally by the family name. Medical aid had been sought 
by only two or three of the victims. 


The disorder was introduced into the family by I-1.’ 
One of her sons was unaffected; the other II-1, in addi- 
tion to his four recorded offspring, had five or six other 
children who had epileptiform attacks and died in in- 
fancy. Cases of insanity were also reported in his de- 
scendants, and one member in generation IV is insane 
and epileptic. In generation III there were five cases of 
periodic peritonitis. 

Case 1 (III-1).—This man knew of the existence of the dis- 
order in his grandmother, I-1, and in his contemporary genetic 
relatives. He recognized the hereditary nature of the malady 
and its resistance to therapy and advised his relatives and de- 
scendants to refuse surgical or medical treatment. In his case, 
episodes were said to have begun in childhood. They lessened 


in severity, came at longer intervals at about age 45, and ceased 
after 50. He died at age 83. 


Case 2 (III-2).—The sister of the man in case 1 is aged 78 
and has had episodes since her youth; they still recur but in 
lessened intensity and frequency. She has 5 children and 17 
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Fig. 1.—Distribution of periodic peritonitis in 20 members in five 
generations of an Armenian family. Patient III-2 has 17 grandchildren, 
none of whom is afflicted as yet. 


grandchildren, none of whom is afflicted as yet. Little is known 
of the other members of generation III, except that three of 
them had episodes like those to be described. All but two of 
the affected descendants of III-1 were interviewed. 

Case 3 (IV-1).—The episodes in this 50-year-old man began 
at the age of 15 and recurred weekly or every two weeks. As 
in his father, III-1, they diminished in severity and frequency 
at age 45 and since then have come once or twice a year. In 
earlier life, they began with slight abdominal pain that rapidly 
became worse. Each episode was accompanied by pain in the 
muscles of the neck and shoulders and arthralgia of the knees, 
elbows, and fingers. Fever, though unmeasured, always occurred. 
Constipation was present, and after three days recovery was 
preceded by diarrhea. He was well otherwise. This man mar- 
ried one of the unaffected granddaughters of the man desig- 
nated II-1. Two of their three children have periodic peritonitis. 

Case 4 (IV-2).—This woman, aged 45, first noted episodes 
when she was 25. These came irregularly at one, two, three, or 
four week intervals. The symptoms were like those in case 3, 





6. Reimann, H. A.: Periodic Disease: Report of Old Cases, New Cases 
and Therapy, A. M. A. Arch. Int. Med. 92:494-506 (Oct.) 1953. 

7. The cases presented are numbered to correspond with the patient’s 
place in the genealogical chart. The Roman numerals indicate a genera- 
tion; the arabic numbers, the respective members of it. 
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including relief after the appearance of diarrhea. The symptoms 
of late are milder and come at longer intervals. She was free 
of episodes during each of three pregnancies. 


Case 5 (IV-3).—In this 38-year-old woman, episodes began 
in infancy and recurred usually every two to four weeks. At 
one time, they recurred every Saturday. For a period of several 
years, the intensity of symptoms lessened, but they have be- 
come severe again. No episodes occurred during six pregnancies. 
None of her children is affected as yet. 

Case 6 (IV-4).—In this patient, aged 32, episodes began at the 
age of 5 or 6 and are similar in nature and recurrence to those 
already described. They were absent for periods of three to six 
months and also during three pregnancies. 


Case 7 (IV-5).—Episodes began at age 22 in this man. He 
is now 28. They come at irregular intervals from twice a week 
to every three or four months. In addition to abdominalgia and 
fever, there are pains in “all joints,” herpes simplex, and vomit- 
ing. 

Of the 20 descendants of patient III-1 in generation 
V, only 6 are affected now, but the disorder may appear 
in others as they grow older. One boy (V-1), aged 19, 
has episodes at one, two, three, or four week intervals. 
They began at age 4. A man (V-3), aged 27, was said 
to have had his first episodes when he was 6 weeks old. 
They recurred twice weekly, but the intervals lengthened 
to once a week at age 10, then once every two weeks, 
and at present every month or two. They recur more 
frequently in winter months. Episodes begin in either 
shoulder with pain that descends anteriorly in the chest 
to the abdomen. Pain in the chest is severer than the 
abdominalgia and is increased by deep inspiration. 
There are abdominal tenderness, constipation, nausea, 
and anorexia. Fever and chilliness occur, and three days 
of bedrest are needed. An episode, as in other patients, 
is terminated by diarrhea. His sister (V-2), aged 24, 
has mild episodes of abdominalgia at two to three month 
intervals. They began at age 2. The episodes in the 
others (V-4, V-5, and V-6) have no special character- 
istics. In two, they began at about age 6 or 7. 

In the group described periodic peritonitis is a domi- 
nant, non-sex-linked hereditary trait in five generations 
of an Armenian family. A family similarly afflicted with 
periodic arthralgia was described previously, and atten- 
tion was drawn to recorded examples of hereditary 
periodic edema (angioneurotic edema).® Periodic perito- 
nitis in family members described here was remarkably 
uniform. It was characterized chiefly by pain in the 
abdomen, but, in some victims, there was also pain in 
the shoulders, chest, and joints. Curiously, episodes in 
many patients ended with sudden diarrhea, again resem- 
bling occurrences in the arthralgic family. Pregnancy 
temporarily suppressed episodes in each instance in con- 
trast with its lack of effect in women of the family with 
periodic arthralgia. Episodes in many began in early 
infancy or childhood, but in some in the third decade 
of life. In some, the severity of the symptoms gradually 
lessened and the intervals between lengthened with ad- 

vancing age, and, in one or two instances, episodes 
ceased spontaneously. In the patient in case 2, episodes 
have persisted for about 70 years. 





8. Reimann, H. A., and Angelides, A. P.: Periodic Arthralgia in 23 
Members of Five Generations of Family, J. A. M. A. 146:713-716 
(June 23) 1951. 

9. Siegal, S.: Periodic Disease, Correspondence, J. A. M. A. 141: 738 
(Nov. 5) 1949. Siegal.* Reimann.® 
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COMBINED SYMPTOMS 


As noted in several members of the family de cribed. 
pain in the chest preceded or accompanied abd \minaj. 
gia; others had synchronous arthralgia. Similar cojngj. 
dence was noted by previous observers.” Amv ng the 
38 patients described here, 12 often had pain in the 
chest with abdominalgia. In three instances, jcriodic 
abdominalgia was preceded by several years of recurren; 
stethalgia; in others they were combined or altcrnateg 
at times. In one, stethalgia replaced abdominalgia. One 
patient was treated for suspected pulmonary tubercy- 
losis. 


Case 8.—An Assyrian woman, 44 years of age, began to 
have pain in the right side of her chest when she was 18, |; 
lasted two or three days, recurred every three months, and 
was accompanied by fever and chills. Pain then occurred in the 
left side and after some years also in the abdomen. Stethalgia 
and abdominalgia may alternate or coincide. Pain is severe and 
requires a day’s rest in bed. There is fever and vomiting. In the 
course of 26 years, the periods between episodes have shortened, 
and now the episodes occur once a week or every two weeks. 

Case 9.—An Arab, aged 20, had thoracic pain about twice 
a year beginning at age 12. During the next five years, the inter. 
vals shortened to two months. Episodes began with a sensation 
of prickling and tightness merging into severe pain to the right 
of the sternum, sometimes to the left, that lasted about two 
days. Pain was intensified by deep breathing. When the patient 
was 18, the nature of the episodes changed suddenly. Stethalgia 
was replaced by abdominalgia and arthralgia of the shoulders 
lasting three days. The episodes came at intervals of four to 
six weeks and recently at three weeks. 

Case 10.—An Armenian girl, aged 10, has had recurrent ab. 
dominal pain for three years. At first, episodes were repeated 
every 7 days, sometimes every 14 or 21 days. Now, they come 
regularly every 28 days. Abdominalgia is sometimes accom- 
panied by pain in the knees, ankles, and right hip. Arthralgia at 
times occurs without abdominalgia. An episode is preceded by 
anorexia, pallor, and a chill. Severe abdominal pain, nausea, 
and temperature of 39.5 C (103.1 F) occur. Symptoms diminish 
and disappear in three or four days. 

Case 11.—An Arab-Armenian, aged 25, began to have pain 
in his chest five years ago. It comes at three or four month 
intervals and lasts three or four days. Episodes begin with a 
prickling sensation on deep breathing that is followed by pain 
that becomes severe and lasts five or six hours. Soreness per- 
sists three or four days. Pain usually is in the mammary region, 
extends to the costal margin, and is made worse by deep breath- 
ing. One episode was observed. Pain began in the left side of 
the chest in the morning and was severe at 3 p. m. Breathing 
was painful and rapid. The man was apprehensive and pallid. 
His oral temperature was 37.8 C (100.4 F), the pulse rate 110, 
and the leukocyte count 15,000 per cubic millimeter. 

Case 12.—In one patient, a man aged 63, periodic abdomin- 
algia began at the age of 12 and persisted at gradually shorten- 
ing intervals of once a year, twice a year, every four months, 
and, after the age of 46, once a week. Since then, episodes have 
consisted only of fever, sweating, weakness, and leukocytosis 
of 15,000 to 25,000. They now recur twice a week. The patient 
has cardiovascular disease, and the last few episodes occa- 
sionally have caused attacks of auricular fibrillation and ven- 
tricular tachycardia. 


PATHOLOGICAL CHANGES 


Case 13.—An Armenian girl, aged 8, had had abdominalgia 
with fever at intervals since the age of 4, at first every four 
weeks, later every 10 days, and now every 3 or 4 days. There 
was leukocytosis of 14,000 to 17,000 during several observed 
episodes of 10 to 12 hours’ duration. While on the pediatric 
service of the hospital, laparotomy was performed in the first 
few hours of an episode in June, 1953. The oral temperature was 
39 C (102.2 F). The intestinal peritoneum was slightly injected 
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rinous exudate was present. A reddened appendix was 


and a! ; : 
excised Microscopically the mucosa was intact, the lymphoid 
follicles were normal. There were cicatricial fibrosis and an 
increase Of adipose tissue in the submucosa. The myenteric 
plexus iowed slight lymphocytic infiltration. There was acute 
inflamn ation of the serosa with edema, congestion, infiltration 
of lymphocytes (fig. 2) and polymorphenuclear cells (fig. 3) and 
some fibrin. The process extended to the muscularis and in places 


r 
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Fig. 2 (case 13).—Longitudinal muscle and serosa showing a focus of 
lymphocytic infiltration. 


followed the vascular channels. The diagnosis was residual 
fibrosis with small chronic inflammatory foci in the appendix, 
acute periappendicitis, and peritonitis. An excised mesenteric 
lymph node showed moderate hyperplasia of the lymphoid 
centers. A portion of excised parietal peritoneum was normal. A 
typical episode occurred four days after operation. 


A study was then made of sections of appendixes 
and gallbladders removed surgically from patients with 
periodic peritonitis in the years before the disease was 
known. Of the 12 patients who had appendectomy, 
cholecystectomy, or both, sections of 6 were available 
for study. 


Cast 14.—A 30-year-old Armenian man supposedly had acute 
appendicitis in 1936 after episodes had recurred for about a 
year. The appendix, removed during a febrile episode, was 
slightly congested at the tip. Microscopy showed hyperplasia 
of the germinal centers of the lymph follicles in the mucosa. 
There were cicatricial fibrosis and increased adipose tissue in 
the submucosa. The muscularis was infiltrated with a few poly- 
morphonuclear cells and eosinophils that also invaded some foci 
of the myenteric plexus. In the edematous serosa, there was in- 
filtration with polymorphonuclear cells; this was most pro- 
nounced in the peritoneal layer. The lesions were those of mild 
acute appendicitis and peritonitis. Because the episodes con- 
tinued, laparotomy was performed in January, 1945, and only 
adhesions were seen around the gallbladder. Cholecystectomy 
was done in December, 1945. Sections showed a diffuse infiltra- 
tion of all layers of the wall with lymphocytes, large mono- 
nuclear leukocytes, and plasma cells. The lesion was regarded 
as that of chronic cholecystitis. A fourth laparotomy performed 
in September, 1948, revealed no significant changes. A para- 
vertebral nerve block was performed, but the episodes recur 
unabated. 


Case 15.—An Armenian whose brother was similarly affected 
had had episodes of pain in the right upper quadrant once or 
twice a month since 1930. Six years later, during an episode, a 
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normal appearing gallbladder was excised. Sections of it showed 
a slight increase in the connective tissue of the mucosa and 
small areas of infiltration with plasma cells. The muscularis and 
serosa were normal. Mild, chronic cholecystitis was diagnosed. 
The episodes recur as usual. 

Case 16.—An Armenian had an appendectomy in 1938 about 
a year after episodes began. Operation was done at the end of 
an episode. Sections showed cicatricial fibrosis of the submucosa 
with increased adipose tissue (fig. 4). Foci of lymphoid infiltra- 
tion were in the outer layer of the muscularis. The myenteric 
plexus showed mild infiltration of lymphocytes (fig. 5). In the 
serosa there were small collections of polymorphonuclear cells 
(fig. 6). The lesion was regarded as cicatrizing appendicitis and 
mild acute periappendicitis. 

Case 17.—An Armenian had had periodic abdominal pain 
for about five years before appendectomy was performed during 
an episode. The appendix seemed normal grossly, but had thin 
adhesions along its mesenteric attachment. No other abnormali- 
ties were noted in the abdomen. On microscopic study, there 
were pronounced hyperplasia and alteration of the architecture 
of the mucosal lymph follicles. The muscularis showed mild 
perivascular infiltration with lymphocytes. The serosa was con- 
gested, edematous, and infiltrated with lymphocytes and plasma 
cells. The appendix was mildly involved in a chronic inflam- 
matory process especially in the serosal adipose tissue. 


In two patients appendectomy was performed in an 
interval between episodes. 

Case 18.—An Arab was operated on one month after an epi- 
sode. The appendix appeared to be normal grossly. Microscopi- 
cally the mucosa was slightly edematous, and the lymph follicles 
were distorted. The submucosal connective tissue was somewhat 
fibrotic and the signet cells were increased in number. Foci of 
lymphocytic cells were present around some of the blood ves- 
sels. The serosa was normal. 





Fig. 3 (case 13).—Acute exudate rich in polymorphonuclear cells in the 
serosa extending to the peritoneal surface of the appendix. 


Case 19.—An Armenian girl had episodes once a month for 
two years. Appendectomy was done five days after an episode 
had subsided. The appendix and abdominal contents appeared 
to be normal. Microscopically the appendix was involved in a 
chronic, cicatricial process. There were hypertrophy and hyper- 
plasia of the mucosal lymph follicles. The submucosa was 
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cicatrized. Some areas in the myenteric plexus showed an in- 
vasion by lymphocytes. The serosa showed mild edema and a 
few lymphocytic cells. 
COMMENT 
Except for the histopathological changes described in 
the appendix and in the gallbladder, registration of 
clinical and genetic aspects in a series of 72 cases of 


rs 


Fig. 4 (case 16).—In tissue from appendix, inner fibers of circular 
muscle are incorporated in scar tissue of the submucosa in a _ healed 
inflammatory process, and adipose tissue is increased. 


Fig. 5 (case 16).—Myenteric plexus in the appendix showing a few 
lymphocytes. 


periodic peritonitis yielded no new facts or clues as to 
its cause. The underlying mechanism and the reason 
for the repetitive, uniform episodes are unknown. If the 
disorder is hereditary, as abundant evidence shows, its 
cause must be sought in ways other than the conven- 





9a. Mamou, H., and Cattan, R.: La Maladie Périodique: Sur 14 cas 
personnels dont 8 Compliqués de néphropathies, Semaine hép. Paris 28: 
1062-1070 (April 2) 1952. Hitzig, W. H., and Fanconi, G.: Das periodische 
Fieber und seine Differentialdiagnose, Helvet. paediat. acta 8 :326-347 
(Aug.) 1953. 
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tional ones. The occurrence in many cases of sy chro. 
nous stethalgia and arthralgia and in some of a s sift of 
symptoms from the abdomen to the chest or the of »osite 
or to the joints supports the view, previously expr. ssed. 
that various other periodic disorders may be of simj- 
lar nature. In previous reports on several patieiits jp 
whom laparotomy was done, Siegal described normal 
appearing organs or mild degrees of edema, conges. 
tion, or inflammation of their peritoneal covering. free 
fluid, fibrin, and adhesions.* He applied the term be. 
nign paroxysmal peritonitis to which some objection 
was made.* 


The disorder is not always benign. Several deaths dur- 
ing episodes were recorded previously ° and more have 
been observed since then.** As described here, however. 
similar gross changes were observed in six patients oper- 


Fig. 6 (case 16).—Specimen of appendix showing polymorphonuclear 
cells in the serosa. 


ated on during or between episodes. In addition, histolog- 
ical study of excised appendixes and gallbladders revealed 
an inflammatory process in each. These changes together 
with abdominal pain and muscular rigidity, nausea, vom- 
iting, fever, leukocytosis, and an increased sedimentation 
of erythrocytes are indeed characteristic of acute peritoni- 
tis and justify the use of the term. However, the histologi- 
cal reaction, remarkably similar in each case, was unlike 
that of banal, acute, suppurative appendicitis and peri- 
tonitis characterized by a purulent exudation and infil- 
tration chiefly of polymorphonuclear cells. The mucosa 
was unaffected, and no bacteria or pus were present. The 
acute reaction appeared to originate in the serosa, and 
evidence of older reaction was observed in the muscu- 
laris as if the process were a continuous one. The acute 
reaction was observed in appendixes removed during an 
episode. Older lesions and reaction persisted in the inter- 
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vals b. tween episodes. The cellular infiltrate was com- 
gosed -hiefly of lymphocytic, mononuclear, and plasma 
cells .2 Varying proportions and appeared to be an 
expression of a form of noninfectious, sterile irrita- 
tion. “ever, polymorphonuclear leukocytosis, and an 
increased sedimentation rate during episodes may be the 
result of the presence of tissue injured during the acute 
reaction. 

Of interest is the slight cellular invasion of the myen- 
teric plexus. This favors a view, previously offered,° that 
4 neurovascular or neuromuscular disturbance accounts 
for the symptoms and signs of periodic disease, in this 
case of periodic peritonitis. Irritation of the perivascular 
sympathetic nerve fibers may cause direct or referred ab- 
dominal pain, rigidity, and vomiting as seen by Sahyoun 
and Oppenheimer.'® In support of this idea are the relief 
of symptoms and termination of episodes after the onset 
of diarrhea noted by affected members of the family 
group described here. An urge to defecate preceding the 
cessation of symptoms noted in the arthralgic family 
described elsewhere suggests a similar nervous inter- 
relationship..* 

If, as can reasonably be assumed, inflammatory 
changes in the peritoneum or serosa as described here 
take place in every episode, it is remarkable how few 
adhesions and how little cicatrization or thickening re- 
main as residues of hundreds of insults during episodes 
over many years. Obviously, the reaction is exudative, 
not proliferative, and the serosa has great recuperative 
ability. But what causes the process in the first place and 
why it is uniformly repetitive is as much of a mystery 
as ever. 

Comparison of the peritoneal serosal lesions observed 
here with the report of histological changes in the syno- 
via in cases of periodic arthralgia reveals a similarity. 
In Krida’s patient operated on during an arthralgic epi- 
sode, the joint fluid was yellow.'' The synovial mem- 
brane was pink and thick from an intense monocytic 
infiltration and edema. The villi contained much granu- 
lation tissue and young fibroblastic cells and were dif- 
fusely infiltrated with lymphocytes. In another patient 
operated on in a free interval, the synovial tissue was 
edematous and infiltrated with monocytes and contained 
thick-walled blood vessels. In Ghormley and Deacon’s 
patient, the lining layer of cells of the synovial mem- 
brane was slightly thickened.'* In all probability a simi- 
lar involvement of the pleura or other tissue occurs and 
accounts for the variety of symptoms and signs of other 
periodic disorders. 

The differential diagnosis of periodic peritonitis and 
some acute abdominal disease requiring surgical inter- 
vention or other therapy may be hard to make. Unless 
a physician is aware of preceding similar periodic epi- 
sodes, an attack of pain in the right lower quadrant, for 
example, with local muscular rigidity, vomiting, fever 
and leukocytosis may be indistinguishable from acute 
infected suppurative appendicitis. In patients with peri- 
Odic peritonitis suppurative appendicitis or other disease 
may, of course, develop incidentally. A history of pre- 
ceding similar periodic episodes in the patient or in his 
genetic relatives, synchronous pain in the chest or joints, 
Or vasomotor disturbances in the form of urticaria or 
dermal eruptions are helpful diagnostic features. Peri- 
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odic peritonitis occurs especially often in persons of 
Armenian, Arabic, or Jewish extraction and occasionally 
in Aryans, Negroes, and Japanese.** 


SUMMARY 


The high incidence of periodic peritonitis in Lebanon 
is due to the large number of Armenians present among 
whom the disorder is especially common; yet 23 Arabs 
were also afflicted. Numerous instances of the dis- 
order in genetic relatives and in a family group with 
20 affected members emphasize its hereditary nature. 
A sterile, mild, nonsuppurative inflammatory process 
involving the walls of the appendix and gallbladder was 
demonstrated in patients operated on during or between 
episodes, Involvement of the myenteric plexus and a 
resultant neuromuscular disturbance may account for 
the immediate origin of symptoms and signs. 
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Virology.—Viruses are defined as microorganisms, potentially 
capable of producing disease, which are smaller than bacteria 
—the upper level being about 0.44 for the largest dimension— 
and are capable of growth only within the substance of living 
cells of a susceptible host. Virology as a science can be regarded 
essentially as the unfolding of the implications of that defini- 
tion. . . . The influenza virus enters the cell by undergoing 
specific adsorption to mucoprotein molecules that form a mesh- 
work over the free surface of the respiratory epithelium or 
other type of susceptible cell. The virus carries on its surface 
certain molecular groupings which attach to complementary 
grouping on the mucoprotein. Once firmly attached, the virus 
particle sinks into the cytoplasm... . 

To understand what happens when the virus particle enters the 
cell, we have to think of its structure in a different way from 
the chemical approach we adopted previously. You remember 
the nineteenth century differentiation of the germplasm from 
the soma, and the paradox that the essential continuing part 
of a species was the genetic mechanism carried in the germ 
cells, and that the body, the soma, was to be thought of merely 
as the machinery needed to protect, to nourish and to pass on 
the genetic pattern. In much the same way one can think of 
a virus particle as composed of somatic and genetic parts, the 
soma and the genome. The surface characters of the virus, its 
immunological nature, its adsorptive, haemagglutinating and 
enzyme-like activities are somatic, and they are the only static 
qualities by which the existence of virus can be recognized. The 
genome has as yet no detectable qualities by which its presence 
can be recognized, short of testing the power of the virus to 
multiply. . .. The virus becomes undetectable soon after it enters 
the cell, and we must assume that somatic material disintegrates 
and plays no further part in the process. On the basis of what 
has been found out about bacterial viruses, the genetic material 
is presumed to be the only part of the virus particle that initiates 
the process of multiplication. 

Virus genetics is a very new subject, and to date the only 
published work on the experimental study of influenza virus 
genetics comes from the Walter and Eliza Hall Institute. The’ 
rest of the world has as yet expressed no opinion; but I am 
hopeful that the development of methods for studying the 
genetics of viruses pathogenic for animals may come to be re- 
garded as the most important contribution the institute has made 
to microbiology.—F. M. Burnet, M.D., Virology as an Inde- 
pendent Science, Medical Journal of Australia, Dec. 5, 1953. 





The recent investigations on the effect of the pancre- 
atic enzyme trypsin, administered intravenously, may 
prove the opening wedge to a new line of approach 
toward the management of inflammatory processes. It 
would seem worth while, therefore, to review the back- 
ground for these developments, to indicate some of the 
applications and results of treatment, and to emphasize 
the complications that have been observed clinically. 


Trypsin is not a new drug. In the early 1900’s, William 
Batzner made use of this enzyme in treating soft tissue 
tubercular abscesses, bone and joint tuberculosis, and 
tuberculous lymphadenitis. He would inject the solution 
locally and at the same time administer it intravenously. 
In an article published in 1911 he reported cases of bone 
tuberculosis that healed without operative intervention 
and with regeneration of the bone.’ He also reviewed the 
products then available and the work done up to that time 
by other investigators. Most had used trypsin topically, 
but Lewis, in New York, had observed its effect when 
injected subcutaneously and had found that in diseased 
tissues a marked reaction occurred although there was no 
reaction in normal tissues. 

Numerous chemical and physiological studies have 
since been carried out, and in 1932 Northrup obtained 
purified crystals of trypsin for the first time.? In 1944 
C. A. Dragstedt administered trypsin intravenously * to 
unanesthetized dogs and observed vomiting, urination, 
defecation, and circulatory collapse comparable to that 
occurring with an anaphylactic reaction. In the anesthe- 
tized dog he observed a prompt and profound fall in 
systemic arterial pressure with little or no fall in pulmo- 
nary artery pressure. He observed a congestion of the 
liver with a rise in portal venous pressure and a corre- 
sponding congestion of the viscera. He also observed a 
rise in the histamine content of the blood that paralleled 
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THE EFFECT OF TRYPSIN 


a decreased histamine content of the liver. The blood Was 
observed to become incoagulable and this incoagul::bility 
he attributed to heparin, since it could be neutralized py 
protamine. It may be that many of these observations 
were secondary to impurities in the preparations thiat he 
used or very likely to the dosages that he used. 


EXPERIMENTAL STUDIES 

Recently a very highly purified crystalline trypsin was 
made available by the Armour Laboratories. In 195}. 
at the University of Colorado School of Medicine we used 
this material in conjunction with a problem in the pro- 
phylaxis of high altitude freezing that was being carried 
out by Drs. Buchanan and Hurley of the Department of 
Anatomy.° We injected a series of rats, previously sub- 
jected to temperatures of —5SO C, (—58 F), in a low com- 
pression chamber of 25,000 ft. (625,000 cm.), with dos- 
ages of 100,000 Armour units per kilogram, given once 
daily for three days via the intracardiac route. No harm 
came from the administration of trypsin to these animals, 
even at this tremendous dosage. Statistically, however, 
there was no significant improvement in the amount of 
tissue preserved after the use of this enzyme. Moreover, 
a wet gangrene developed in the animals in contrast to the 
dry gangrene of the controls and of the other animals that 
received a sympathicolytic drug, i. e., Hydergine (meth- 
anesulfonates of dihydrogenated ergotoxine alkaloids). 
Pathologically, however, in the animals given trypsin 
there was an attempt at recanalization of the major ves- 
sels involved. 

At the same time trypsin was administered locally and 
intrapleurally to a series of patients who had chronic em- 
pyema, tuberculous empyema, traumatic hemothorax, 
atelectasis,° and tuberculous bronchocutaneous fistulas. 
It seemed that the occasional reaction observed was not 
typically histaminic in nature, because treatment, with 
antihistaminics, either prophylactically or therapeuti- 
cally, seemed tohave no particular effect on the responses 
observed. Furthermore, studies made at the same time 
in the Armour Laboratories on L. D.59 doses revealed a 
tremendous species difference in the response to the 
intravenous administration to trypsin.’ Innerfield * and 
Laufman ’ subsequently studied the effect of intraven- 
ously administered trypsin on animals that had had arti- 
ficial venous thrombi produced by means of either throm- 
bin, sodium morrhuate, or thromboplastin. They reported 
that with very large doses the animals went into a state of 
clinical shock and died, whereas with smaller doses there 
was no serious reaction. Instead, the fibrin in the clot was 
said to be hydrolyzed and the thrombus seemed to dis- 
appear from the vessel. Our own experimental observa- 
tions have not entirely confirmed this ability to dissolve a 
thrombus, but it is agreed that trypsin can be used intra- 
venously if the dose, concentration, and rate of infusion 
are carefully regulated. 
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REL‘ SIONSHIP OF TRYPSIN AND TRYPSIN INHIBITOR 


Tha’ there is in the serums and on the cells of living 
issue» Substance known as trypsin inhibitor has been 
shown. Trypsin has a great affinity for this substance and 
combines with it to form a stable compound.’® Appar- 
ently coout 98 to 99% of the trypsin administered be- 
comes bound with this inhibitor, regardless of the dose 
siven. The remainder will then act on the various body 
proteins. In very high concentrations the enzyme may 
digest the proteins that act as clot inhibitors and in this 
manner actually cause clotting. Shulman" and also 
Grob '° have reviewed previous reports that trypsin-in- 
hibitor levels are elevated in such conditions as acute 
infections and in certain chronic diseases as tuberculosis, 
hyperthyroidism, arthritis, and certain stages of malig- 
nant disease. This is a nonspecific response and is accom- 
panied by a marked rise in fibrinogen levels. It is interest- 
ing that, when cortisone is administered to patients with 
rheumatoid arthritis, the trypsin-inhibitor levels will be 
lowered by as much as 50%. 

The fact that trypsin, given intravenously in addition 
to neutralizing trypsin inhibitor, will also deplete fibrin- 
ogen has been explained by Kocholaty, Ellis, and Jensen 
in experiments that revealed that trypsin acted to increase 
the transference of plasminogen to plasmin.** If this can 
be confirmed, one can then assume that the breakdown 
of fibrin is increased and that, therefore, the levels of 
circulating fibrinogen are decreased (fig. 1). There is, 
however, some question over this observation. Grob has 
attributed an apparent antiprothrombin action to trypsin 
inhibitor.'* If true, one would anticipate an increase in 
the clotting tendency with small doses of trypsin and a 
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Fig. 1.—Schematic representation of the part the plasminogen-plasmin 


enzyme system has in the blood clotting mechanism, illustrating two 
conflicting concepts of the possible interaction of trypsin. A, possible 
action as a catalyst to increase the breakdown of plasminogen to plasmin. 
Plasmin normally acts on fibrin but in larger amounts would deplete 
fibrinogen. B, possible action through neutralization of trypsin inhibitor. 
The potential increase in fibrinogen by removal of the antiprothrombin 
trypsin inhibitor could allow a sufficient excess of the circulating enzyme 
to produce direct proteolysis of fibrinogen and fibrin. 


decrease with larger doses through direct proteolytic 
action of unneutralized trypsin on the circulating fibrin- 
ogen and fibrin. 


THERAPY OF THROMBOPHLEBITIS 


lt can readily be seen that present knowledge is very 
Incomplete concerning the actual interaction of trypsin 
on enzyme systems. Still, as a consequence of these accu- 
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mulated observations, trypsin was used early in the 
therapy of acute thrombophlebitis. Over 300 cases had 
been reported to the Armour Laboratories by January, 
1953, and the results were uniformly dramatic.‘ Encour- 
aging results have also been obtained in a small series of 
cases of central retinal thrombosis, pulmonary infarction, 
certain chronic infectious diseases (as osteomyelitis), 
carcinoma, and rheumatoid arthritis.‘° Our experience 





Fig. 2.—Photographs, taken after intravenous therapy with trypsin 
(Enzar), illustrating the crusting of the excoriated and ulcerated areas in 
the process of healing. There is evidence of the loss of edema. Present, 
but not evident in the picture, is the marked clearing of the acute in- 
flammatory response. 


has been mainly with chronic thrombophlebitis, plus 
some selected cases of severe bilateral cavitary tuber- 
culosis and of terminal malignant growth. 

In patients with chronic thrombophlebitis, trypsin does 
not affect the basic anatomic defect that led to the de- 
velopment of the process, but it does markedly influence 
the acute inflammatory reaction, causing a striking reduc- 
tion in the edema, a healing of skin excoriations, and an 
improvement in the color of the extremity. Subsequently, 
one must treat these patients by other available means, 
such as sympathectomy or venous ligations, as specifically 
indicated. Figure 2 illustrates the improved condition 
obtained by therapy in a 66-year-old woman who had had 
chronic thrombophlebitis for eight years after an opera- 
tion for a torn semilunar cartilage. In spite of all therapy 
the lower parts of her legs remained painful, excoriated, 
weeping, ulcerated, and progressively more of a problem 
during this time. She was admitted to the hospital for 
possible amputation of the right leg, of which one toe had 
already been removed because of ulceration and gan- 
grene. The condition of this leg was such that it prevented 
her from performing even the most trivial tasks. We sug- 
gested treating this patient with 200,000 Armour units of 
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trypsin (Enzar) in 200 cc. of isotonic sodium chloride 
and obtained the healing observed. Most marked, how- 
ever, was the disappearance of the brawny induration of 
the skin and subcutaneous tissues. Six months after this 
therapy was administered, her legs had remained healed 
and she was free from pain. She, of course, continued to 
wear elastic stockings and continued sublingual therapy 
with Hydergine. She was advised to have a sympathec- 
tomy but declined further operative treatment. 

On the other hand, the use of this drug is not an innocu- 
ous procedure. We have observed a series of reactions, 
some of which may well be prevented in the future by 
adequate and more complete understanding of the tryp- 
sin-trypsin-inhibitor relationships. Since it is now possible 
to test for the trypsin-inhibitor level, one should learn 
how much trypsin must be given to neutralize this factor 
and thus be in a better position to adjust the dose so as to 
supply just the amount required to affect the pathological 
process, without getting the reactions that have been ob- 
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Fig. 3.—Chart made on a Brown constant recording potentiometer with 
thermocouples placed on the dog’s skin over each posterior tibial artery. 
A decrease in skin temperature results from injection of trypsin into the 
right femoral artery and is localized to the extremity in which the injection 
is made, since there is no change of temperature in the left (control) leg. 


served to follow its use. Moreover, the study of the rela- 
tionship of trypsin inhibitor to inflammatory processes 
may prove most revealing. 


REACTIONS TO TRYPSIN 

It is our observation that in general the reactions to 
trypsin, given intravenously, fall into three categories, 
which we have chosen to call the immediate, the latent, 
and the secondary. Practically every patient we have 
treated has shown the immediate reaction, and so far as 
I have observed it occurs at the onset of each successive 
injection. It is characterized by flushing of the face and 
a warm feeling. Occasionally patients will have a suffocat- 
ing sensation in the throat, and in one instance the patient 
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had a salty taste in her mouth, but all such reactic \s dig. 
appear within one to three minutes after the star! 5f the 
injection. 

The latent reactions begin about two hours ai er the 
start of an injection and bear no relation to the @ noun; 
of the enzyme already administered, its concentra on 9; 
the rate of infusion. These reactions are character: ‘ed by 
chilly sensations without temperature elevations «+ by , 
true shaking chill with temperature elevation. Varying 
gradations of the following progression of symptors may 
develop: anorexia, nausea, abdominal cramps (especially 
in the epigastrium or left upper quadrant), vomiting, and 
aching pain in the upper extremity. The serum amylase of 
one patient, drawn at the height of a reaction to the 
second daily injection, was normal in the presence oj 
abdominal pain and vomiting. In all instances the pa. 
tients were asymptomatic about two hours after the star 
of a reaction. Anorexia, however, may persist for varying 
periods up to six hours. The unusual thing about this 
latent reaction is that it will occur with the first infusion, 
only occasionally with the second, and rarely with the 
third. We have not yet seen it occur after the third day of 
treatment. If therapy is repeated after a period of several 
weeks the same reactions have been observed as with the 
original injections. Consequently, we feel that there is 
nothing clinically to suggest that these reactions are re- 
lated to a histaminic type of response. 


The secondary reactions are of two types: thrombotic 
and embolic. The thrombotic responses occur after an 
infusion in small veins of persons with a fine diffuse 
venous system. The reaction is not dissimilar to a chem- 
ical phlebitis, except that it is more severe and extensive. 
When propagating thrombosis developed in one patient, 
who received the smallest and most dilute of the injec- 
tions we have given, we started bishydroxycoumarin (Di- 
cumarol) therapy. Clinically the arm in which the injec- 
tion is made may show a bluish discoloration during the 
injection and be very painful. Experimental evidence has 
been obtained to show that there is a vasospastic com- 
ponent to this type of reaction (fig. 3). On the other hand, 
there must be some direct reaction on the tissues them- 
selves because the injection of a vasodilator substance 
does not appreciably affect the reaction to the intra- 
arterial injection of trypsin into an extremity, when ob- 
served by this same method. For example, the tempera- 
ture dropped after the administration of trypsin but this 
drop was not affected by the intra-arterial injection of 
Hydergine into that leg, even though it did cause some 
warming in the opposite leg. Furthermore, the response 
to trypsin is not augmented by the vasoconstrictive action 
of ephedrine. It would seem, therefore, that this response 
to the intra-arterial injection of trypsin is localized to the 
extremity in which it is injected and results in a maximal 
vasoconstriction, combined with some unexplained in- 
trinsic action on the tissues themselves. 

The embolic secondary reactions have occurred in one 
patient and possibly a second. Both patients had a malig- 
nant disease and were in a terminal stage, and in only one 
instance was there any direct relation to the infusion. 
Here the clinical impression was not confirmed by 
autopsy. 
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SUMMARY AND CONCLUSIONS 


Trypsin seems to have a place in the treatment of cer- 
tain inflammatory disease processes. As yet we do not 
know how to control adequately the side-reactions related 
to its use. Whether these are associated with the present 
inability to understand proper dosage requirements or 
whether they are due to impurities present in the trypsin 
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is yet to be determined. A great deal more study needs to 
be done before this drug can be freely used in the treat- 
ment of patients. It may be that the dangers and reactions 
associated with trypsin will seriously limit the use of 
this particular enzyme when it is administered intra- 
venously. 
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ARTHRITIS 
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and 
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In spite of the introduction of hormonal agents for 
the treatment of rheumatoid arthritis, chrysotherapy 
still remains a method of treatment favored by many 
because of certain distinct advantages: gold compounds 
may arrest the active process and prevent progression of 
the disease and ultimate crippling of the patient; gold 
salts cause no disturbance in hormonai function and do 
not upset the salt and water metabolism; and these 
compounds offer more than simple palliation, which 
salicylates and other analgesic agents do not do. The 
mechanism of the action of gold salts in the treatment of 
rheumatoid arthritis remains unknown, although it has 
been shown that the administration of gold salts mark- 
edly increases the bacteriostatic power of the serum 
against hemolytic streptococci and other organisms.’ 
There are three main types of gold preparations that 
have been used in rheumatoid arthritis: water-soluble, 
water-insoluble, and colloidal compounds. Soluble gold 
compounds have been studied extensively. One of the 
reasons for their somewhat limited use is their toxicity. 
This hazard depends upon the type and dosage of the 
different preparations. 

Reactions may develop during any phase of the treat- 
ment and there are numerous references in the literature 
to toxic effects encountered with various gold salts. It is 
often difficult to evaluate these reports of toxicity since 
some authors make no distinction between minor reac- 
tions such as pruritus or stomatitis and major reactions 
such as aplastic anemia or dermatitis exfoliativa; others 
do not record specific preparations or dosage. 

The disadvantages attributed to insoluble gold com- 
pounds are these: absorption may be slower with con- 
sequent delay in therapeutic effect; the results may not 
be predictable because of variations in absorption; and 
toxic reactions, should they occur, may be prolonged 
because of the reservoir of gold at the site of injection. 
The insoluble gold compounds, however, offer the pro- 
nounced advantage of establishing gold depots at the 
injection sites from which the material may be released 
gradually, slowly, and constantly. Such depots, by releas- 
ing gold for a considerable time after termination of 
treatment, may protect the patient against relapse for a 
much longer period of time than can be provided with 
soluble gold compounds. 


Aurothioglycanide (Lauron), as generally employed, 
is a water-insoluble gold compound in the form of a 
powder suspended in sesame oil. It contains approxi- 
mately 54% gold and is administered intramuscularly. 
The size of the particles in this suspension varies and 
may be as large as 125 y». Gold in this form has been 
used extensively for more than 10 years. The present 
report is based upon our experience with aurothiogly- 
canide in fine suspension used for the therapy of 56 
patients in the Fourth Medical Division (N. Y. U.), 
Bellevue Hospital, and relates to the clinical response of 
the patients and to the incidence of side-effects after 
long-term therapy. Aurothioglycanide in fine suspension, 
as used in this investigation, is chemically the same as 
the aurothioglycanide that is commercially available. The 
size of the particles in the fine suspension, however, is 
very much smaller, varying from 1 to 5 ». Comparison 
of the commercially available material with the water- 
soluble gold salts reveals that aurothioglycanide is thera- 
peutically at least as effective as the latter but probably 
less toxic.? Those toxic reactions that have been reported 
after therapy with aurothioglycanide have been of a mild 
character and restricted chiefly to mild dermatitis. There 
are no previously published data on use of the fine sus- 
pension described in this report. Colloidal gold prepara- 
tions are considered to be of doubtful value. 

METHOD OF STUDY 

A series of 56 patients with active rheumatoid arthritis 
was selected—-5 in stage 1 (early), 15 in stage 2 (mod- 
erately advanced), 30 in stage 3 (severe), and 6 in stage 
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4 (terminal). In all cases, the disease was in the active 
phase as evidenced by joint swelling and an elevated 
erythrocyte sedimentation rate (see table 1). The prog- 
ress of all patients was checked at periodic intervals by 
laboratory studies including complete blood cell counts, 
urinalyses, determination of sedimentation rates, and 
roentgenograms of involved joints. All patients had been 
under clinical observation for several months prior to 
treatment. Because of the finer suspension of aurothiogly- 
canide used in this study and because of the possibility 
of more rapid absorption of this finer form, the patients 





TABLE 1.—Classification of Patients Treated with 
Aurothioglycanide (Lauron) in Fine Suspension* 





Functional Capacity 
= en ay 
Class II Class [IV 
(Adequate (Inea- 
Class I for pacitated, 
No. of (Com- Normal Class III Largely or 
Stage of Disease Patients plete) Activities) (Limited) Wholly) 
1 (Early) 5 3 2 
2 (Moderately 15 1 12 2 
advanced) 
3 (Severe) 30 5 25 oe 
4 (Terminal) 6 2 1 3 
Total 56 4 21 28 8 





* Classification of stage of disease and classification of functional 
capacity in accordance with the criteria of the Committee to Investigate 
Therapeutic Criteria, American Rheumatism Association. 


were under constant surveillance for evidence of toxicity. 
Periodic physical examinations were made to determine 
the degree of progression or retrogression of the disease. 

Injections of aurothioglycanide were given intraglute- 
ally once weekly during the course of treatment. Early 
in this study, patients received 5 mg. initially. The dose 
was then increased by 5 mg. a week until 100 mg. was 
reached. When, after several months of trial, no toxic 
manifestations had appeared, the initial dose for new 
cases was changed to 10 mg. and progressively increased 
by 10 mg. a week until a total weekly dose of 100 mg. 
was attained. In both instances, injections of 100 mg. a 
week were continued until a total of 3 gm. was adminis- 
tered. Thereafter, injections were given less frequently, 
until a single maintenance dose of 100 mg. was given 
each month. Most patients have been on this regimen 
for at least three years. 


EVIDENCES OF TOXICITY 

A rash developed in 11 patients (14%) while they 
were receiving aurothioglycanide. All the rashes, some 
pruritic, were of a minor nature and of varying types. 
None were exfoliative, and no patients required hospitali- 
zation. It is probable that some of these eruptions were 
unrelated to administration of gold, but therapy with 
gold was discontinued in all cases. Most of the patients 
in whom rashes developed had received about 1500 mg. 
of gold. A rash developed in one patient after only 60 
mg. In two patients the rash cleared in one month. Gold 
therapy was then cautiously reinstituted for both. In 
neither patient was there a recurrence of the rash. In the 
nine other patients, the rash has persisted for 6 to 15 
months. Thrombocytopenic purpura developed in one 
patient after she had received 365 mg. of aurothiogly- 
canide in fine suspension. The blood platelet count fell 
to 55,000. The purpura cleared after two months, and 
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aurothioglycanide was again given. After 60 mg. she 
again developed purpura and at this time her blood plate. 
let count fell to 50,000. The purpura gradually fadeq 
in three months and the blood platelet count rose to 
125,000. 

Early in the study, when relatively short needles were 
used for the injections, some patients complained of Pain 
and swelling at the injection site. By changing to 21 jp. 
to 3 in. needles and more deeply injecting the materia] 
intragluteally, such incidents were obviated. There were 
no other manifestations of toxicity. 


THERAPEUTIC RESPONSE 

Five years have been arbitrarily accepted as the period 
of time necessary to evaluate thoroughly the medical 
usefulness of a gold preparation. Most of the patients jn 
this study have been followed for three years. The fol- 
lowing evaluation of the therapeutic value of aurothio- 
glycanide in fine suspension is thus of a preliminary 
nature, and subsequent reports will follow with more 
final conclusions. Five patients who were in stage | of 
the disease (no destructive changes visible by roentgeno- 
gram) were treated. There was a grade 1 response (com- 
plete remission) in one patient, a grade 2 response (major 
improvement) in one patient, grade 3 responses (minor 
improvement) in two patients, and a grade 4 response 
(no improvement) in one patient. Fifteen patients in 
stage 2 (early cartilage and bone destruction) were 
treated. There were no complete remissions in this group. 
A grade 2 response occurred in nine patients, a grade 3 
response in three patients, and a grade 4 response in 
three patients. Thirty patients treated were in stage 3 of 
the disease (marked cartilage and bone destruction). 
There was 1 grade 1 response, 10 grade 2 responses, 12 
grade 3, and 7 grade 4 responses. Six patients in stage 4 
(marked cartilage and bone destruction with ankylosis) 
were treated. There were no grade 1 responses, one 


TABLE 2.—Therapeutic Response to Aurothioglycanide 
(Lauron) in Fine Suspension* 





Response 
- A —* 
GradeI GradeII GradeIII GradeIV 
(Complete (Major (Minor (No 
No. of Remis- Improve- Improve- Improve 
Stage of Disease Patients sion) ment) ment) ment) 
1 (Early) 5 1 1 2 1 
2 (Moderately 15 ee 9 3 3 
advanced) 

8 (Severe) 30 1 10 12 7 
4 (Terminal) 6 oe 1 1 4 
Total 56 2 21 18 15 


* Classification of stage of disease and grade of response in accordance 
with the criteria of the Committee to Investigate Therapeutic Criteria, 
American Rheumatism Association. 


patient had a grade 2 response, one a grade 3 response, 
and four a grade 4 response (see table 2). Grade 3 and 
4 responses are not considered significant. Of 56 patients, 
23 or 41%, had a grade 1 or 2 response in rheumatoid 
activity. 

In general, the improvement in functional capacity 
parallelled the effect upon rheumatoid activity. In three 
cases, however, a grade 3 response with respect to rheu- 
matoid activity occurred with only a grade 2 response in 
functional capacity. In two patients, reported as having 
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4 grade 4 response because of a flare-up of a previously 
uninvolved joint, the patients had grade 2 functional 
improvement. In other words, they were able to carry 
on their normal activities despite the fact that their rheu- 
matoid activity remained unchanged as judged by the 
therapeutic score card. In addition to receiving therapy 
with aurothioglycanide in fine suspension, all patients 
were treated symptomatically when indicated. They were 
given analgesics, vitamins, hematinics, liniments, physio- 
therapy, and orthopedic corrections as required. 


COMMENT 

In this group of 56 patients studied, 39 were women 
and 17 men. Their ages ranged from 18 to 72 with an 
average of 52 years. Most received weekly injections of 
aurothioglycanide until a favorable response was noted. 
Thereafter monthly maintenance doses were given. Usu- 
ally favorable response was obtained before the patient 
had received 2.5 to 3.0 gm. of gold. Patients who did 
not respond after the administration of 3.5 gm. of gold 
did not respond to continuing gold therapy either. Thera- 
peutic response was judged according to the criteria 
of the Committee to Investigate Therapeutic Criteria, 
American Rheumatism Association.* These criteria are 
based upon objective evaluation of rheumatoid activity. 
The over-all percentage of improvement in this series is 
41%, according to the therapeutic score card. 

Ragan and Tyson‘ reported a follow-up study of at 
least three years on a group of 142 rheumatoid arthritis 
patients. Those who were unable to tolerate 0.5 gm. or 
more of gold compound or who failed to continue treat- 
ment for any reason were not included in their report. 
At the time of their study, which was made before the 
criteria of the American Rheumatism Association were 
established, they reported improvement in 89% of their 
patients. However, 75% of these relapsed within 1 to 58 
months after treatment ceased, and only 13% remained 
symptom free for 45 to 78 months after the last gold 
injection. The figure of 41% improvement in our series 
is thus considerably higher than that of Ragan and 
Tyson. Earlier reports on the use of aurothioglycanide 
in coarse form revealed 75% improvement but these 
data were established without benefit of prolonged 
follow-up study and are based on criteria other than 
those more recently accepted by the American Rheuma- 
tism Association. Short and Bauer treated 250 patients 
with only general medical and orthopedic measures.° 
They reported that after 10 years in 32% of their pa- 
tients, the rheumatoid conditions were either in remission 
or moderately improved. 

Almost 70% of the patients in our series had far- 
advanced disease before therapy, and 36 out of the group 
of 56 were in stages 3 and 4, severe and terminal, and 
therefore presented an unfavorable prognosis. In addi- 
tion, many were poorly nourished and had associated 
chronic diseases such as heart disease, diabetes, and 
hypertension of long standing. If one considers only the 
20 patients who were in stages 1 and 2 (early and mod- 
erately advanced), 11 of these showed a grade 1 or 2 
improvement; in other words there was a significant 
therapeutic response in 55% of these patients. The fine 
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suspension of aurothioglycanide has given results quite 
similar to the coarse aurothioglycanide preparation, 
which had been used previously in this clinic. No accel- 
erated therapeutic response has been noted. The toxicity 
approximates that of other series in which coarse auro- 
thioglycanide was used. There have been no relapses to 
the time of writing. An insufficient length of time has 
elapsed, however, to comment definitely on relapses. 
The percent of toxic reactions in this series, 14%, is 
much below that resulting from the use of other gold 
preparations. It is about the same as that reported for 
coarse aurothioglycanide, 12%. 


SUMMARY 


Fifty-six patients with active rheumatoid arthritis, in 
various stages, were treated with aurothioglycanide 
(Lauron) in fine suspension and followed for three 
years. Seventy per cent of the patients in the series began 
treatment with the disease in a far-advanced state, their 
average age was 52 years, and many were malnourished 
and had in addition many other chronic degenerative dis- 
eases. Skin rashes developed in 14%; none of these 
rashes was severe. Thrombocytopenic purpura developed 
in one patient. Forty-one per cent of the patients had a 
major response in rheumatoid activity. This percentage 
is below that reported in other series of patients treated 
with gold. This low percentage is probably due to the 
fact that the patients attending our arthritis clinic, from 
which our series was taken, are usually those chronically 
ill and debilitated, with joint changes already well estab- 
lished and often irreversible. The percent toxicity and 
therapeutic effect of aurothioglycanide preparation in 
fine suspension approximates that of the regular auro- 
thioglycanide preparation. To date we have noted no 
advantage by the change to small particle size. 
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Typhoid in Vaccinated Persons.—An apparently water-borne 
epidemic of typhoid fever involving 112 patients occurred in a 
Turkish army camp. Fifty of these patients . . had been 
vaccinated against typhoid fever during the previous year. 

. During the epidemiologic investigation 50 typhoid car- 
riers were found. Forty of these were cured by drug therapy. 
Forty-eight patients were treated with chloramphenicol, 2 
grams the first day and 1 gram daily thereafter. Therapy was 
continued for two days after temperature became normal. This 
therapy was uniformly successful initially, but 10 of the 48 
patients had one or more relapses. Patients who had a relapse 
responded as well to chloramphenicol as they did in the initial 
illness. There was no evidence of drug resistance or drug 
toxicity. We believe that a course of 2 grams of chloram- 
phenicol the first day and 1 gram daily for 10 days would have © 
achieved optimal results in 48 of the 50 patients presented. 
Two patients, who were seriously ill because of complications 
when first seen, required additional drug therapy. All patients 
recovered without sequelas. Compulsory immunization alone 
will not prevent epidemic typhoid fever.—A. I. Balim, M.D., 
Typhoid Fever Epidemic Involving Immunized Soldiers, United 
States Armed Forces Medical Journal, January, 1954. 
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DISTRIBUTION, FORM, AND EXTENT OF PSYCHIATRIC CONSULTATIONS 


Daniel Blain, M.D., Washington, D. C. 


and 


R. Finley Gayle Jr., M.D., Richmond, Va. 


In the history of medicine, the consultation is an old 
and honored function, participated in by two or more 
members of the profession with the idea of assistance, 
exchange of information, and the passing from one to the 
other of advice gained from special knowledge and ex- 
perience. In the past, it has been a matter of honorable 
recognition that certain teachers and elders of the pro- 
fession have been approached by their younger colleagues 
to assist them in special problems relating to diagnosis 
or planning of a treatment regimen. It has been a form of 
teaching and a form of friendly assistance. The increase 
of knowledge concerning the great mass of medical infor- 
mation and the growth of specialties and subspecialties 
has expanded the need for consultation generally through- 
out the profession. 

The word “consultation” is, of course, used to express 
a number of different functions. When it refers to the 
meeting of physician and patient, it frequently assumes 
the meaning of the treatment process. The consulting 
rooms are the places where the physician meets a patient 
and takes care of him. The phrase “consultation by 
appointment” also usually refers to the meeting of the 
physician and the patient in regular diagnostic and treat- 
ment procedures. 

In this paper, the word “consultation” is specifically 
restricted to the following definition: “the request for an 
opinion concerning diagnosis and advice concerning 
treatment, and not referral for treatment.” The consulta- 
tion implies that the advice concerning a diagnosis and 
treatment shall be given to the physician in charge of the 
case, who, in most instances, will proceed to carry out the 
advice of the more learned consultant. The plan for treat- 
ment, of course, may involve specialized hospitalization 
and the selection of a hospital or specialized treatment, 
which the referring physician may not be able to carry 
out. An attempt is made to differentiate between the 
assistance in diagnosing and planning for treatment and 
the actual carrying out of the treatment itself. 


MODERN PSYCHIATRY 


In the field of psychiatry, one is dealing with a problem 
‘that, though old as antiquity, nevertheless has only re- 
cently become a distinct and separate branch of medi- 
cine. Psychiatry is encumbered with the burden of vast 
clinical needs, vast institutionalism, and insufficient 
knowledge concerning etiology and specific treatment. 
This is mitigated by great progress in treatment in more 
generalized ways. The specialty suffers from difficulties 
of measurement, both of the quality and quantity of 
its symptomatology and pathological processes. The 
relationship between what can be seen and what can be 
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deduced from observations makes it a far more difficult 
field in which to work than others in which well-known 
measuring devices, technical instruments, laboratory pro- 
cedures, and, particularly, the microscope and the roent- 
gen ray assist the general observation and deduction 
processes. 

The scope of psychiatry has grown from a relatively 
narrow, limited area of concentration to an interest jn 
every phase of human life, both in illness and in health. 
One may briefly epitomize the broadening horizons by 
saying that the field has branched out from preoccupa- 
tion with the hospitalized psychotic patient to include the 
extramural neuroses and anxiety states, psychosomatic 
conditions found in all branches of medicine, the psycho- 
logical element in all illness, and the ups and downs and 
deviations in the essentially well and healthy person, such 
as changes in mood, in motivation, and in outlook and 
attitude, which go from one extreme to another in the 
course of a 24 hour day in a 7 day week or 30 day month. 
Psychiatry now also includes, in its preventive aspects, 
researches that flow from every line of physical, biologi- 
cal, humanitarian, and social science, for who knows 
what clue in any one of these approaches or combinations 
of approaches may add to progress in etiology and, there- 
fore, in prevention as weil as in therapy. Finally it is now 
concerned, in these preventive aspects and in areas in 
which the specific cause is unknown, with the growth of 
healthy persons with built-in strength and immunities and 
resistance to stress and strain and with the teaching of 
special approaches to the stresses and strains of life 
whether they are accidental or anticipated in terms of 
certain periods in the life cycle. 


DIAGNOSIS AND TREATMENT 


Because of the scarcity of information concerning 
psychopathology and its treatment, assistance in the diag- 
nosis and treatment planning is far less simple than in 
many other branches of medicine in which most pro- 
cedures can be carried out by the referring physician once 
he has the advantage of his colleagues’ advice. In psychi- 
atry, however, frequently there is need not only for diag- 
nosis and a plan of treatment but for someone to carry it 
out, and this at present can less often be done by the 
physician in charge of the case. The treatment process 
demands the time and knowledge of a third person, just 
as does the need for opinion and advice. 

Therefore, the problem of consultation in psychiatry 
is somewhat different and more difficult than in other 
specialties. This, we hope, need not be so when the pro- 
fession as a whole is as familiar with general principles 
of psychiatry as they are with medicine, surgery, and 
other subspecialties. 

In general, one may say that all sick persons need (1) 
diagnosis, (2) a plan for treatment and management, 
(3) the treatment itself, and (4) after-care and follow-up. 
Idealistically, the treatment of the whole patient by a 
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single physician would be best for both the patient and 
the physician. There is some evidence that the extreme 
specialization of the first half of the century may be giving 
way to a broader knowledge of general principles of all 
the specialties in the hands of a great majority of physi- 
cians—in other words, somewhat less specialization than 
in the past. In the same way, it is hoped that the general 
practitioner or any specialist, when he discovers the 
psychiatric component in a patient, whether it be a major 
or minor difficulty, may be able to handle an increasing 
amount of the care once the diagnosis and plan for treat- 
ment is clear, and especially when the consultant can and 
will assist the referring physician in treatment and man- 
agement problems. In cases in which specialized treat- 
ment must be done by another person, there still is the 
likelihood that the referring physician will receive the 
patient after definitive treatment and provide after-care 
and follow-up. 
PREVIOUS STUDIES 

The extent to which psychiatric conditions permeate 
the lives of sick patients is indicated by several well- 
known studies, which will not be discussed but will be 
merely mentioned for purposes of reference. 

Allen and Kaufman‘ studied 1,000 consecutive pa- 
tients at the Lahey Clinic in 1948 and have shown that 
406 of these came under the conditions that we are dis- 
cussing. Dean S. Clark * of England, speaking on the 
psychiatric challenge in general practice, gives a picture 
of the development of the results of improper handling 
of emotions. McCartney’s * experience in building up 
psychiatric services in a county adjacent to New York 
City gives a realistic picture of the needs of both physi- 
cians and others for handling of this type of patient. 
Loesser * and his associates in Newark, N. J., give an 
extremely graphic account of the rise in requests for as- 
sistance from industrial organizations. Wilbur ° says that 
one-third to two-thirds of all patients who seek medical 
help have as the most significant cause of ill health an 
emotional disturbance. 

With the rapid change in the field of psychiatry and 
the inclusion of new knowledge and methods that were 
not available when the great majority of the present 
practicing physicians in the country were in medical 
school, there is apparently more necessity for assistance 
with psychiatric conditions than in many fields of medi- 
cine. As a young specialty, many of its specialists though 
capable have not the mature background of the tradi- 
tional consultant in medicine and surgery. Consequently, 
it seems worth while to discuss the matter of the psychi- 
atric consultation with regard to current practices and 
availability of such assistance in various parts of the 
country. 

With this in mind, we distributed an itemized question- 
naire among about 850 fellows of the American Psychi- 
atric Association, chosen at random. Their answers make 
up part 1 of the study, with which this paper is concerned. 
In the course of study of their replies and from other in- 
formation, it began to seem wise to make a further collec- 
tion of data from the consumer of such consultation and 
to solicit opinion on the subject from the general practi- 
tioner and other specialists and other referring agencies. 


This then will be part 2 of the study, to be published later. 
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RESULTS OF STUDY 


A total of 358 replies were received within two weeks, 
a return of about 41%. Not all questions were answered 
by all respondents. 

Facts Concerning Those Who Replied.—The age, 
years in practice, age groups, and types of practice of 
those who replied were first considered. Thirty-six are 
under 40 years of age, 217 are between 40 and 55, and 
92 are over 55 years old. (The average age of all psychi- 
atrists is under 45 years.) Thirty-eight have been practic- 
ing less than 10 years, 158 from 10 to 20 years, and 150 
have been practicing for more than 20 years. The replies 
indicated that 183 are employed in private practice and 
79 are associated with institutional practice, with the 
major concerns being primarily psychiatry (271), neu- 
rology (10), and the combination of both (74). Practice 
is limited by 208 to adults and by 34 to children, with 
122 who work with all ages. When questioned as to 
method, replies indicated that 146 use general psychiatric 
methods, 156 use the interview, and 88 use psycho- 
analysis. The areas in which the practices are located are 
these: in cities over 100,000—247; in cities under 
100,000—65; and in rural areas—14. The number of 
consultations requested of each respondent shows a vari- 
ation of from 1 to 25 per year up to 500 to 1,000 per 
year. Tabulation of preference as to type of practice 
showed that 177 preferred a combination of both therapy 
and consultation. Twenty preferred to have a consultant 
practice only, and 65 preferred to conduct therapy only. 

Source and Nature of Referrals.—The type of physi- 
cian who requested consultation is of interest; the group 
would include general practitioners and specialists of all 
kinds. More than half of the requests came from general 
practitioners. A few reported that a large number of 
requests came from institutions. A moderate number 
(20% ) reported that a fourth of their requests came from 
schools. The number of requests received from welfare 
agencies was negligible. The study of distances involved 
showed that 207 replied that 75 to 100% of their con- 
sultations were in the same town, but 111 said that up 
to 25% of their consultations came from out-of-town, 
and 89 of these said that they went 25 to 50 miles out of 
town for consultation. It is of interest that 71 reported 
that they went over 50 miles out of town for as much as 
25% of their consultations; 19 traveled that distance for 
50% of their consultations; 12 replied that 50 to 75% 
of their consultations were over 50 miles; and 7 said that 
75 to 100% were at a distance of over 50 miles. 

Some psychiatrists have a consultation practice that is 
largely made up of referrals from other psychiatrists. 
These referrals are usually from young specialists to older 
more experienced men. Another form of consultation is 
concerned with planning psychiatric programs rather 
than assisting with specific patients. The former type is 
more frequently used with those in public health and in 
administrative positions. 
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One hundred thirty-two, or a little more than a third, 
said that up to 25% of their cases were requested in order 
to have patients committed; very few indicated that there 
was a higher percentage than this. Relatively few replied 
that the request for consultation also included a request 
that the consultant take over the case. It must be remem- 
bered that, by definition, the referral of a case for institu- 
tionalization to the superintendent of an institution is 
eliminated from the present requests. It appears that the 
greatest number of patients committed are referred 
directly to the institutional head for disposition. Forty- 
eight said that 25% of their consultations resulted in a 
request that they take over the case, and 69 indicated 
that 75 to 100% of their cases resulted in such a request. 


Location of Consultation.—With regard to the location 
of the consultation, 189 replied that 75 to 100% of their 
consultations were done in their own offices; 116 said 
that 25% of their consultations were done in hospitals; 
79 said 25% of the consultations were done in patients’ 
homes; and a few used the office of the referring physician 
in from 1 to 25% of their cases. This, of course, would 
be expected when a physician was called in from his 
home town. Questions concerning the subject matter of 
consultation revealed that 244 usually did psychiatric 
consultations and 36 did neurological consultations, 
whereas 90 replied that they were accustomed to han- 
dling both. 

With regard to the location, many felt that the ideal 
place to see a patient in consultation was in a general 
hospital, particularly if he might have to be transferred 
later to a mental hospital. There was one report that the 
resistances concerning going to a mental hospital were 
less obvious, because of the good will that had been built 
up by the state institution in that locality, a regional office 
of the Veterans Administration that did a good job of 
evaluation of patients, and the whole-hearted coopera- 
tion of the profession as a whole. Others have emphasized 
some of the difficult aspects of a consultation concern- 
ing a patient in a general hospital with a statement of the 
following type, “If a patient is in the hospital for a medi- 
cal examination, obstensibly for a physical disorder, and 
a psychiatric consultation is requested by the referring 
physician without the patient’s knowledge or without his 
being willing to accept the fact that the condition is a 
psychiatric problem, this situation can present many 
difficulties—to the referring physician who may have 
been treating the patient who thinks he has a physical 
disorder and to the psychiatrist who has the task of re- 
orienting both the patient and the physician.” Often the 
replies contained the remark that many patients resented 
psychiatric referral. Others replying felt that it was impor- 
tant to know the attitude of the referring physician and 
how he had influenced the attitude of the patient. In some 
instances, complaints were received that patients were 
referred to psychiatrists in order to get rid of them and 
not for any particular interest in the patients’ welfare. 
One of the greatest causes of difficulty are reports, gen- 
erally unfounded, of exorbitant fees charged by psychi- 
atrists. 


The Institutional Psychiatrist as Consultant.—The 
situation with regard to institutional staff physicians is of 
considerable interest, for this markedly affects the avail- 
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ability of psychiatric consultation. To the question, “Ij 
you are in institutional work as a staff physician, are yoy 
allowed to do consultation work?”, 54 said “yes”; 35 
said they were encouraged to do consultation work; and 
14 said they were discouraged from doing it. Certain 
hospital administrators work with public agencies and 
the requests of law enforcement agencies, with a very 
small amount of private work. The availability of insti- 
tutional people for consultations has an important bear- 
ing on the total subject of availability and distribution 
throughout the country. This is because state and other 
public hospitals are present in all states and the staffs of 
these hospitals at least forms a nucleus of psychiatric 
skills that is available in that state. Frequently these hos- 
pitals are located in relatively isolated places and away 
from the larger cities. The activities, therefore, of hospi- 
tal staffs and of superintendents of hospitals is of consid- 
erable importance in this subject. It is reported that 
institutional people frequently hold back because they 
feel there is sufficient consultation time available in the 
community and they do not want to compete with those 
in private practice. One superintendent felt keenly about 
encroaching upon the needs of private practitioners and 
has for years practiced on the principle that he would give 
freely of his advice to those who would come to the office 
during his regular working hours, on the time paid for by 
the state, but, if a demand for other time or insistence on 
his personal attention were made outside of regular hours 
and away from his office, the fee would be raised to such 
a height that only those who were obviously well able to 
pay their current doctors’ bills and obtain what they 
needed in the way of medical care would be able to con- 
sult him. In all instances, he only saw the patient once 
and refused to follow up the situation, once having given 
his advice. Another institutional psychiatrist says that he 
used to see many cases in consultation but that now there 
are enough psychiatrists in the area so that his services 
are not required. 

Many of these institutions are in rural areas, but in 
almost all cases the superintendent reported that psychi- 
atric consultations were readily available in their area. 
One, a full-time clinical director in a good-sized city, 
reported that psychiatric consultation was difficult to 
obtain. He himself assisted some 200 private practitioners 
a year with patients, most of whom were sent back to the 
referring physicians. The great majority of consultations 
done by psychiatrists employed full time in institution 
practice take place as a result of the requests of general 
practitioners, most of them essentially local. Two repre- 
sentatives of the armed forces reported that they were 
allowed and encouraged to do private consultations and 
apparently were useful in their neighborhood. On the 
other hand, almost all representatives of the Veterans 
Administration doing institutional work for the V. A. 
reported that they either were not allowed or were not 
encouraged to do any consultation work. This appears 
to be a matter of misinformation, since the regulations 
of the V. A. definitely do allow physicians to do consul- 
tations, although they are not allowed to assume respon- 
sibility for the patient in treatment. It seems quite obvious 
that the institutional psychiatrists throughout the coun- 
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try do very little outside consultation work and contribute 
little to their areas in this regard. Here, in many places, 
js an important source of psychiatric assistance. 

With the question, “How often does consultation work 
result in the transfer of the patient to the hospital?”, this 
information was collected: 1 to 25% of patients were 
transferred according to 117 replies, 25 to 50% of pa- 
tients in 36 replies, 50 to 75% in 28 replies, and 75 to 
100% in 13 replies. In addition, 5 replied “often,” and 
30 replied “rarely.” 

Relationship to Referring Physician.—In reply to the 
question, “Is it your policy to encourage the referring 
physician to keep control of the case?”, 222 replied in 
the affirmative and 60 said “no.” In regard to a systema- 
tized plan or method of training general practitioners to 
do their own treatment, 40 replied that they had such a 
plan. Two hundred forty-eight replied that they did not. 
Some of these plans were described; one included the 
extra services offered by a physician in the office by assist- 
ing in the disposition of a patient, either to the proper 
person for treatment or to the appropriate institution, 
initiating the steps to carry out these plans, and acting as 
liaison between the referring physician and the institution 
or treatment process. 

Plans for Assisting the Referring Physician: Train- 
ing of general practitioners to handle some of their own 
psychiatric cases has more often referred to general 
educational plans rather than to specific relationships 
between the psychiatrists and the referring physicians. 
References are made to seminars held by both public 
and private hospitals, physicians in the neighborhood 
are invited to attend staff meetings, and groups of lec- 
tures and discussions are organized for general practi- 
tioners. An example of this is a symposium planned for 
the District of Columbia Medical Society’s meeting next 
fall in which seven lectures are planned under the head- 
ing of Psychiatry in General Practice, with the following 
topics: anxiety, depressions, the constant complaining 
patient, psychiatric emergencies, types of treatment 
processes available to the general practitioner, and psy- 
chiatric referral. 

Wolf and Wolff,® in notes on a symposium on psy- 
chiatry and internal medicine, listed a number of ways 
in which internists could assist patients, naming the use 
of reassurance and emotional support; production of 
free verbal expression of conflicts and feelings; cautious 
advice concerning the habits, attitudes, and activities; 
explanations of physiological processes; careful physical 
examinations and diagnostic procedures; interviews with 
other members of the family; analysis of the emotional 
developmental influences in childhood and adult life; 
and sedative drugs given sparingly in time of need. 

There are, of course, a number of books, quite familiar 
to all, which are available to the general practitioner. 
Well-known programs for the training of general prac- 
titioners to apply for themselves general principles of 
psychiatry are the Commonwealth Fund Conferences 
held in Minnesota, during which intensive training is 
given to certain practitioners over a period of two weeks’ 
time, and the courses for the profession as a whole deliv- 
ered by Dr. Maurice Levine and his group at the Cincin- 
nati General Hospital. 
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Some replies brought out the fact that the respondents 
had not found it satisfactory to attempt to work with 
general practitioners on their cases. Others stated that 
this could only be done in instances in which the practi- 
tioner had unusual insight and sympathetic interest 
toward this type of case. One said that the general prac- 
titioners of his experience reflected so little understand- 
ing or interest in these cases that he found it practically 
impossible to get them to understand what the results of 
his consultations were and that their efforts usually were 
to get him to keep the case. 

When asked, “Do you routinely send a written report 
to the referring physician?”, 256 said “yes,” and one 
said “no.” Concerning this matter of dealing with the 
referring physician, one consultant stated that he felt 
that the first meeting with the patient should always be 
done in the presence of the referring physician. Others 
stated that they have a rule that all consultations are 
preceded by a telephone call to the referring physician 
and that, after seeing the patient, a further call is im- 
mediately put through, followed by a letter confirming 
the telephone conversation. The consultant then makes 
it his business to keep in close touch with the patient’s 
progress. 

Consultations at the large city hospitals usually pro- 
ceed somewhat along the pattern of one county general 
hospital where the psychiatric service annually provides 
about 3,000 consultations to the medical and surgical 
wards. Advices from these consultations generally follow 
any one of the four following patterns: 1. The emotional 
problem is relatively minor and transient, and a certain 
amount of management is recommended as all that is 
necessary. 2. The psychiatric situation is too serious to 
be handled in the medical and surgical wards and trans- 
ferral to the psychiatric division is requested. 3. The 
patient needs immediate treatment for some sort of acute 
anxiety state and assignment to the psychosomatic serv- 
ice in the medical and surgical wards is recommended. 
4. Patients on long-term treatment programs are dis- 
charged from the hospital to the mental hygiene clinic. 
Many say that a telephone call must frequently suffice 
for the usual written report because of the time factor. 

With regard to relationships between the psychiatrist 
and the referring physician, an interesting comment from 
one of the questionnaires suggested that the prospective 
patient, the relative, or the referring source is entitled 
to know in advance if a psychiatrist (1) is exclusively 
a consultant, (2) is unable to provide treatment time 
and will be seeing the patient only in a consultant ca- 
pacity, and (3) will provide treatment if the case falls 
within his special area of competence. This consultant 
concludes “the patient wants treatment and we should 
not assume that he makes distinctions which are ob- 
vious to us.” He feels that all referring physicians need 
to be informed concerning the availability of treatment 
facilities, the limitations of psychiatric treatment, the, 
extent to which they can participate in a comprehensive 
approach to the management of their patients, and the 
value of frequent consultations on the patients’ progress. 
This physician is currently expanding his seminars for 
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general practitioners, outlining the many areas in which 
they can treat rather than avoid emotional difficulties in 
their patients. 

Special Program: An interesting consultation and 
treatment service in a rural area has been built up by 
one consultant. As the only psychiatrist in an area of 
some 30,000 to 40,000 people with a town of 17,000 
he endeavors to carry on and serve the area in every 
possible way. His relationship with referring physicians 
is one of essentially informal friendliness with one basic 
principle that he states clearly. That is to make clear in 
the most detailed way to the referring physician every 
single thing he himself does with the patient. He feels 
that persons such as general practitioners can use the non- 
directive principles of Carl Rodgers. This psychiatrist 
already possessed a doctor’s degree in clinical psychol- 
ogy before he received his medical degree and then 
continued with further work in psychiatry. He is inter- 
ested in counseling methods and he teaches counseling 
methods to the physicians with whom he works. He has 
succeeded in creating an atmosphere in his town in 
which all physicians apparently do not hesitate to keep 
in close touch with him about their patients. He, there- 
fore, is able to turn many patients back to the referring 
physicians, and they, in turn, get from him frequent sug- 
gestions as to how to handle their patients. He makes 
no charge for these frequent telephone calls. 

Availability of Consultation.—In reply to the ques- 
tion, “In your area, is psychiatric consultation readily 
available?”, 292 said “yes,” and 19 said “no”; 36 said it 
was hard to get. It was interesting that several of those 
replying from the major cities of the country, such as 
New York, Detroit, Chicago, Philadelphia, San Fran- 
cisco, Los Angeles, and St. Louis, stated that psychiatric 
consultations were not readily available and were hard 
to get. This is difficult to explain, but such a situation 
may be due to the fact that, in most of these cities that 
have large numbers of psychiatrists, these men are so 
busy with their treatment programs that it is difficult for 
them to find extra time to break in for an irregular 
appointment. Generally speaking, the replies would indi- 
cate, however that the psychiatrists believe that the 
country as a whole is well covered with consultations, 
even in the states that have relatively few psychiatrists. 
In this connection it must be remembered that the replies 
did not cover whole states, that many states sent only one 
or two replies and that the replies related to the local 
areas in which these psychiatrists were situated. One 
consultant complains about a situation in which a mid- 
western state with a relatively small population has only 
four psychiatrists, two of whom are himself and his wife, 
both of advanced age, yet they do the large part of con- 
sultationin the state. Concerning state hospitals, the staffs 
there were so overburdened that they could not be counted 
on for assistance. It is obvious that further study of avail- 
ability needs to be made, but one cannot discount the re- 
ports from 292 out of 358 who stated that the supply was 
adequate in their area, and these did have remarkably 
good distribution over the entire country. 
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Distribution of Psychiatrists and Facilities for Care. 
The availability of psychiatric consultative assistance can 
be estimated from published studies.*? The 8,500 mem. 
bers of the specialty include about 1,300 (June, 1952) 
residents in training. The membership list of the Amerj- 
can Psychiatric Association shows a number of more 
mature psychiatrists to which should be added about 
1,000 nonmembers of that association. Distribution js 
reported as 1 psychiatrist in 10,000 persons in the north- 
east, 1 in 19,000 in the midatlantic, 1 in 50,000 in the 
south, 1 in 23,000 in the midwest, 1 in 20,000 in the 
west, and 1 in 25,000 in Canada. Distribution in general 
follows population concentration. Private practitioners 
are found three out of four times in cities over 100,000 
—the remainder in the larger cities under 100,000, 
Psychoanalysts are situated almost entirely in eleven large 
cities. Mental hospitals exist in every state, chiefly under 
state, provincial, and veteran auspices. Some are in 
metropolitan areas, but the majority are in rural locali- 
ties. Overburdened as they are, little use has been made 
of these psychiatrists for problems outside the hospitals. 

To the question, “Has any organization in your state, 
county, or city organized a place to make such consulta- 
tions available?”, 95 said “yes,” and 104 said “no.” 
Of those who said “yes,” it was indicated that actual 
planning has gone on in the following places: a state 
department of mental hygiene, a medical school, a state 
psychiatric society, mental hygiene clinics, traveling 
clinics, and a county medical society. These were inter- 
esting exceptions to the general rule that little adequate 
planning for this particular purpose seems to have gone 
on in most of the country. The question “Have you 
personally initiated any plan to make consultations more 
readily available?” was answered by 72 with “yes” and 
by 191 with “no.” Of those who said “yes,” and who 
added any description of their method, it was found that 
the following methods were used: organizing of a mental 
hygiene clinic to take care of consultations locally; 
making known their services to the profession as a whole 
and giving consultation in many instances without 
charge; organizing a group who would accept consulta- 
tions; planning trips to distant places at regular intervals, 
and arranging for traveling clinics. 

Counseling Techniques: With regard to the use of 
ancillary personnel, such as social workers, psychol- 
ogists, and others, 241 said that they used these workers 
to assist in getting a complete diagnostic picture. Ten 
used them sometimes, 8 rarely, and 45 said they did not 
use them. In reply to the question, “Do you have regular 
days for consultation in specific areas, such as in a hos- 
pital in a distant town and so on?”, 72 said “yes,” and 
221 said “no.” 

The last question was: “With special attention to con- 
sultation techniques, do you believe that such techniques 
should be part of the resident training program?”; 207 
replied “yes,” 28 said “no,” and 10 were uncertain. The 
director of a large general hospital with a psychiatric 
unit and with a large number of residents in training said 
that the residents were sometimes used in the third year 
although not before and that those assigned during that 
year to the medical and surgical wards routinely handled 
the consultations under the supervision of an older man. 
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A professor of psychiatry in one of the maritime prov- 
inces of Canada expressed the opinion that since his 
oraduates were going out into rural areas they should 
be well-acquainted with how to work with the profession 
as a whole. Consequently, they were given assignments 
under supervision. 

COMMENT 

Some interesting factors experienced in consultation 
were discovered: One institutional psychiatrist reports 
that many relatives of mentally ill persons come from 
other states to consult him because of previous bad 
experiences with psychiatrists in other places. Sometimes 
this dissatisfaction stems from unsatisfactory results and 
other times from high and so-called exorbitant fees. An 
interesting type of consultation occurs in some govern- 
ment agencies. For example, occasionally the Veterans 
Administration calls in an outside psychiatrist to assist 
the examiners for pensions in making their decisions. 

Some of the difficulties of working with other mem- 
bers of the profession are overcome by one consultant 
who says that he tries to give an understanding of symp- 
toms or problems in terms of the patient’s life instead 
of giving the practitioner diagnostic criteria. He feels 
that it is necessary to think in terms of the practitioners’ 
language, not the psychiatrists’ language, and that psy- 
chiatrists often approach a general practitioner with a 
defensive attitude, trying to defend psychiatry rather 
than evaluate the patient’s problem. He feels that psy- 
chiatrists need to be pushed into greater contact with 
the medical schools and their programs in hospitals; this 
would make them more effective consultants. 

One consultant feels that times have changed as far 
as consultation work goes. There was a time when to be 
called in consultation was an honor reserved for the 
more successful members of the profession, for the 
teachers and others of like caliber. He feels that there is 
a change because of the increasingly competitive and 
materialistic nature of medical practice, which is based 
upon the illusion of a need to compete; an increasing 
lack of esteem for the elders of medicine—the “wise 
elders” of the old type are a vanishing race; the increas- 
ing absorption in mechanical and chemical medicine in 
which the patient is lost; the increasing growth of group 
practice and closed groups; and, in psychiatry, the 
formation of closed groups and cliques of a competitive 
and “ism” nature. 

SUMMARY 

This report, part 1 of a continuing study, based on 
questionnaires answered by a random sampling of 
fellows of the American Psychiatric Association, reveals 
that the psychiatrists and neurologists as a group are 
interested in consultation work with general practitioners 
and other specialists. As a rule, the highest amount of 
referrals of patients for consultation come from general 
practitioners, while the lowest number come from welfare 
agencies. About one-sixth of those questioned plan to 
assist the practitioner to handle for himself the problem 
of his patient. Generally, the psychiatric skills available 
at state hospitals for consultation do not seem to be 
Widely sought throughout the surrounding areas. 


1785 Massachusetts Ave., N. W. (Dr. Blain). 
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LONG-TERM ANTITHYROID THERAPY 
REPORT OF A CASE 
William S. Reveno, M.D. 


and 
Herbert Rosenbaum, M.D., Detroit 


While much has been learned about the antithyroid 
drugs since their introduction by Astwood in 1943, there 
is still little information about their long-term effect in 
humans. The reports of Ferrer, Spain, and Cathcart ' and 
Kahn and Stock * were concerned with the findings in 
patients treated for a short time and whose deaths were 
caused by thiouracil. In 1945 one of us (W. S. R.) re- 
ported the studies made in a 74-year-old woman who had 
been treated for a toxic adenomatous goiter for 381 days 
and who died of an unrelated cerebellar hemorrhage.* 

The following case report presents the findings in an 
86-year-old woman with a toxic adenomatous goiter who 
was treated with antithyroid drugs during the last nine 
and one-half years of her life and who died of a pseudo- 
mucinous cystadenocarcinoma of the ovary. 


REPORT OF A CASE 


A white unmarried woman first came under observation in 
May, 1941, when she was 73 years old. She complained of 
palpitation, weakness, and shortness of breath and reported 
that she had been under treatment for a heart condition since 
January. During February and March, she had been hospital- 
ized for acute cardiac decompensation and improved when 
given digitalis and restricted fluid intake. The history disclosed 
that she had had hypertension for at least 20 years and a goiter 
since she was 14. 

Her weight was 127 Ib. (58 kg.); the blood pressure was 
190/80 mm. Hg; and the pulse rate was 82 and irregular. The 
right lobe of the thyroid was enlarged, partly substernal, and 
nodular; a solitary hard nodule 4 cm. in diameter protruded 
from the left lobe. The heart was enlarged; A. was accentuated; 
and there was a rough systolic murmur, loudest along the left 
sternal border. The lungs were clear; the liver was not palpa- 
ble; and there was slight pitting edema of both lower legs. The 
hands were moist and warm and there was a fine tremor. A 
slight lid lag was noted. The basal metabolism rate was +20% 
and +18% on two successive days. The electrocardiogram 
showed slow auricular fibrillation. A diagnosis of toxic ade- 
noma of the thyroid with auricular fibrillation was made, and 
administration of strong iodine (Lugol's) solution was started 
with a dose of 5 minims three times a day. 

Marked improvement occurred during the next six months. 
The weight increased 20 Ib. (9.1 kg.), and the blood pressure 
ranged from 180 to 160 mm. Hg systolic and 80 to 60 mm. 
Hg diastolic. The woman rested better and had little or no 
shortness of breath. The thyroid had become smaller and 
harder. Slow auricular fibrillation continued. Thyroidectomy 
was advised but refused. 

Treatment with strong iodine solution was continued, and 
the woman remained well until December, 1942, when, after 
an acute upper respiratory infection, she began to lose weight. 
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The tremor and palpitation reappeared, and the basal metabo- 
lism rate increased to +35%. Thyroidectomy was again urged, 
but both the patient and the surgical consultant vetoed the 
suggestion. Digitalis, diuretics, and sedatives were added to the 
treatment, but there was little improvement in the patient’s 
condition. 

In September, 1943, thiouracil was substituted for the strong 
iodine solution, and the patient improved remarkably within 
four weeks. She started to gain weight, and the basal metabo- 
lism rate dropped from +33% to 0. The use of digitalis was 
discontinued and the dosage of thiouracil gradually reduced 
from 0.8 gm. daily to a maintenance dose of 0.2 gm. daily. 
The patient continued in good health, and at the end of a 
year the use of thiouracil was discontinued, but symptoms 
returned. Weight loss and increased basal metabolism rate fol- 
lowed in four weeks so use of the antithyroid drug was re- 
sumed. Similar attempts to discontinue the use of thiouracil 
during the next 18 months were followed by relapse. Each 
time administration of the drug was resumed, and each time 
remission followed. 

In April, 1946, propylthiouracil was substituted for the 
thiouracil and use of this drug was continued during the next 
three years. Here again several attempts to discontinue the 
medication were followed by relapse. 

In July, 1949, propylthiouracil was replaced by methimazole 
(Tapazole) after use of the former had been discontinued for 
four weeks and was followed by a weight loss of 8 Ib. (3.6 kg.) 
and recurrence of symptoms. Remission followed promptly and 
was Satisfactorily maintained, except on the several occasions 
when a trial withdrawal was attempted, until the final illness 
developed in March, 1953. At this time, the patient complained 
of generalized abdominal pain for four days and had noted 
gradual enlargement of the abdomen for three weeks. The 
abdomen was distended, the wall was tense and the umbilicus 
was everted. There was no tenderness or pain on palpation, but 
there was shifting dulness. Vaginal and rectal examination were 
of little help. A roentgenogram showed a large cyst displacing 
the intestines. Laparotomy disclosed a pseudomucinous cyst- 
adenocarcinoma of the ovary with widespread seeding of the 
peritoneum and abdominal viscera. The mucoid material was 
evacuated as completely as possible and the abdomen closed. 
The woman reacted well during the week following surgery, 
but the abdomen remained distended. On the eighth day, 30 
me. of radioactive gold was instilled by gravity into the peri- 
toneal cavity. The following day the woman was in mild shock; 
the hands and feet were cold; the woman was clammy and 
cyanotic; and the pulse was rapid. Anuria developed. The 
patient vomited a large quantity of bloody material and died 
shortly thereafter. 

At autopsy, the body appeared younger than the stated age of 
86 years. There was a recent surgical incision in the midline 
of the slightly distended abdomen. On removal of the chest 
plate, there was very minimal pleural fluid and old adhesions 
were present between the lung and pleura on both sides. The 
lungs were fairly well aerated with patchy areas of consolida- 
tion. The right lung weighed 470 gm. and the left 440 gm. The 
pericardial sac contained a small amount of free fluid. The 
heart showed that death had occurred during right heart failure. 
The right atrium and ventricle were moderately dilated. All 
valves were in good condition, except for the mitral valve, 
which showed some atheromatous change. The musculature 
appeared exceptionally good, considering the long history of 
cardiac disease. The thyroid was completely dissected out and 
weighed 74 gm. It was bilaterally enlarged and irregular, with 
a large calcified area 4 by 3 cm. in the left upper lobe. 

There was no free peritoneal fluid in the abdominal cavity. 
The liver weighed 1,005 gm. and appeared grossly normal. 
The spleen weighed 100 gm. and the pancreas 48 gm. Both 
organs appeared quite normal. The entire gastrointestinal tract 
was involved by massive peritonitis, with thick, purulent ex- 
udate covering the bowel, stomach, liver, and spleen. There 
was no perforation; the appendix was intact; and there was no 
necrosis or gangrene, although the bowel was somewhat is- 
chemic. The uterus, left tube, and left ovary were quite nor- 
mal for a patient this age. The right tube and ovary had been 
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removed. Several areas of metastasis from the ovarian tumo, 
were found along the mesocolon. These varied in size from 
2 by 3 to 6 by 7 cm. The right kidney weighed 105 gm. the 
left 110 gm. Both appeared normal. The ureters were patent 
and the bladder was normal. . 


The adrenal glands were grossly normal, the right Weighing 
11 gm. and the left 14 gm. The brain showed no gross evidence 
of malignancy, hemorrhage, or thrombosis. A 5 by 5 cm. areg 
of atrophy was present in the left posterior portion of the 
frontal lobe, otherwise there was no evidence of recent change, 
The pituitary was normal in size and appearance. Microscopic 
study of the thyroid gland showed multiple adenomas, with 
fibrosis and calcification of the trabeculae. Most of the ade. 
nomas had margins of very small acini, with a few, large, 
colloid-filled acini. The central portions of the lobules showed 
loose stroma and few acini. There were few areas of hyper- 
plasia. The pituitary showed prominence of both eosinophilic 
and basophilic cells, and many of the basophiles were vacuo. 
lated. The pars intermedia and pars nervosa appeared normal, 
The adrenals showed a pale cortex with vacuolated cells 
traversed by contrasting bands of cells with deep-staining cyto. 
plasm. 

The heart showed moderate fibrosis, with hypertrophy of 
the muscle. The spleen showed a marked capsular fibrosis. The 
kidneys showed only recent tubular degeneration. The lungs, 
liver, gallbladder, and pancreas showed no significant changes, 
The peritoneum showed an acute purulent peritonitis and the 
omentum metastatic pseudomucinous cystadenocarcinoma of 
the ovary. The uterus showed senile atrophy of the endo- 
metrium and nabothian cysts of the cervix. The brain showed 
focal cephalomalacia. 

COMMENT 

Clinically, this patient with a toxic adenoma, auricular 
fibrillation, and arteriosclerotic hypertension was one in 
whom remission of the hyperthyroidism could not be 
maintained without continuous administration of anti- 
thyroid drugs. Interruption of therapy with thiouracil, 
given for two and one-half years, propylthiouracil, given 
for three years, and methimazole, given for three years 
and eight months, was always followed by relapse. The 
auricular fibrillation continued at a slow rate throughout 


the entire course of treatment. 


Comparison of the tissue changes with those observed 
in the previously reported case * is of interest because of 
the difference in the findings. In the previous case, the 
thyroid showed diffuse hyperplasia with terminal colloid 
retention, and there were many lymphoid areas and some 
papillary excrescences of the follicles. The pituitary 
showed early atrophic changes and a disappearance of 
the eosinophilic elements; there was increased basophilia 
especially around the outer margins. The adrenals showed 
an increase in the columnar portion of the cortex, with 
marked lipoidosis. The spleen showed hyperplasia of the 
pulp and islands of active hemopoiesis. 

In the case reported here, the thyroid showed no 
diffuse hyperplasia. The multiple adenomas showed 
fibrosis and calcification with margins composed of small 
acini and a few colloid-filled acini. The pituitary showed 
both eosinophilic and basophilic elements with no pre- 
dominance of the latter and only vacuolation of many of 
the latter cells. The adrenal showed a pale cortex with 
vacuolated cells, and the spleen showed only a capsular 
fibrosis and no significant pulp changes. Apparently 
there was no single change that could be attributed to the 
prolonged administration of the antithyroid drugs used. 


968 Fisher Bldg. (2) (Dr. Reveno). 
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PERFORATION OF THE SIGMOID COLON 
AFTER INGESTION OF A HYDRO- 
pHILIC COLLOID 


A. 1. Friedman, M.D. 


and 


A. A. Alessi, M.D., Hackensack, N. J. 


This instance of a perforation of the descending colon 
after the ingestion of a bulk-producing laxative is re- 
ported because a review of the literature has failed to 
reveal any other instance of such a complication after the 
use of hydrophilic colloids. 


REPORT OF CASE 


A 50-year-old white man was seen with a chief complaint of 
abdominal pain of seven hours’ duration, which had begun 30 
minutes after breakfast. The pain had been preceded by a 
desire to defecate, after which a knife-like excruciating pain 
spread from the periumbilical region over the entire abdomen 
and continued unabated for five hours when the patient began 
to vomit clear gastric juice. Two weeks previously he had com- 
plained of constipation, and his wife, who was taking a hydro- 
philic bulk-increasing laxative containing synthetic gum methyl- 
cellulose (Hydrolose) in plain syrup form, suggested that he 
use this medicament. He then took 2 tablespoons daily for two 
days but the constipation was not improved. During the next 
week he passed small, hard, fecal marbles, and the fulness in 
the lower abdomen was not relieved. For several days prior to 
the present acute episode he again took the methylcellulose 
syrup, 1 tablespoon, at night. The day before he was admitted 
to the hospital he had passed a huge mass of stool after some 
straining. 

The patient’s history of illness included occasional instances 
of sinus tachycardia and an acute suppurative perforated ap- 
pendicitis for which he had been operated on in 1939. During 
the past five years there had been occasional periods of consti- 
pation that were extremely discomforting. In April, 1951, he 
had complained of a sense of fulness in the lower abdomen 
but an X-ray examination with a barium enema performed by 
one of us ( A. 1. F.) was entirely negative except for moderate 
spasticity in the sigmoid colon. No diverticula were seen. 
He had been well until six months prior to this time when, 
because of several attacks of abdominal pain, he had visited 
his family physician who advised an x-ray examination with a 
barium meal. He was then told he had a duodenal ulcer. He 
was kept on a special diet until three weeks prior to the present 
illness when he was reexamined by roentgenogram and told 
that “everything was all right.” 

Physical examination revealed an acutely distressed person 
doubled up with pain. The heart and lungs showed no ab- 
normalities. Blood pressure was 132/90 mm. Hg. The abdomen 
was rigid with marked tenderness throughout, especially in the 
right lower quadrant. When a rectal examination was made, 
several external bleeding hemorrhoids were discovered but no 
stool. Proctoscopic examination revealed a small amount of 
soft brown stool. The patient would not tolerate a sigmoido- 
scopic examination. The hemoglobin level (Sahli) was 13.6 gm. 
per 100 cc.; there were 4,700,000 red blood cells and 5,200 white 
blood cells with a differential count of 65% polymorphonuclear 
leukocytes, 30% lymphocytes, 3% monocytes, and 2% eosino- 
phils. The results of urinalysis were normal. A flat film of 
the abdomen taken with the patient in both erect and prone 
positions revealed fecal material throughout the descending 
colon; no definite subdiaphragmatic air pockets were observed. 
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A diagnosis of a perforated duodenal ulcer was made on the 
basis of the history and clinical findings, and the patient was 
hospitalized. A preoperative blood study revealed a hemoglobin 
level of 14 gm. per 100 cc., 5 million red blood cells, and 2,400 
white blood cells with 64% polymorphonuclear leukocytes. 
During this period the vomiting and retching became more 
pronounced. The pulse was 90, blood pressure 110/74 mm. Hg. 
The patient was rapidly entering a shock-like state with cold 
clammy perspiration and pallor. Catheterization was attempted 
but, because of numerous urethral strictures, it could not be 
consummated and finally was performed under anesthesia. 

When the abdominal cavity was entered, free purulent ma- 
terial was noted throughout the abdomen. The intestines were 
red, injected, and dilated. The first and second portions of the 
duodenum appeared to be intact; no evidence of ulceration 
could be found. Retroperitoneally, in the region of the second 
portion of the duodenum, there was a large amount of dark 
necrotic material. On elevation of the duodenum this material 
was found to be gas and liquid feces. There were numerous 
gas bubbles extending up into the mesentery of the entire small 
intestine and into the intestinal wall itself, with evidences of 
purulent collections of material retroperitoneally. The entire 
mesosigmoid colon was distended to a width of about three 
inches, and in the mesentery of the mesosigmoid there was 
much fecal material. This fecal matter extended retroperito- 
neally to the root of the mesentery. In the line of the mesentery 
of the sigmoid colon a rupture of the bowel involving about 
one-half the circumference of the colon was found. The actual 
diameter of the perforation was 4.5 cm., and extruding out of the 
perforation was a large amount of fecal material, the greatest 
part of which appeared to be gelatinous bulk laxative. There 
were no evidences of diverticula in the surrounding area. Large 
quantities of gelatinous fecal material were removed from the 
abdominal cavity and the area of perforated sigmoid colon 
was exteriorized. Convalescence was complicated by a right 
pleural effusion that became evident five days postoperatively 
and was associated with a hypertension of 170/104 mm. Hg 
and low grade fever. This persisted for two weeks and finally 
cleared. 

COMMENT 

Synthetic hydrophilic colloids have been used increas- 
ingly of late in order to “lubricate and protect the intes- 
tinal mucosa” and thus promote regularity in bowel 
movement. These colloids “favor soft consistency of the 
stool by their water-binding power and increase its bulk, 
which through distension of the intestinal wall stimu- 
lates peristalsis.” These synthetic colloids are “non-toxic 
when given orally, are not absorbed by the intestinal 
mucosa, are not degraded by intestinal enzymes and are 
nonantigenic.” ' The synthetic colloid is said to be su- 
perior to the natural gums because the former is dis- 
solved and becomes evenly dispersed throughout the 
fluid medium of the bowel. It remains a viscid solution 
rather than a gel and this is supposed to minimize 
obstruction within the intestine. Methylcellulose and 
sodium carboxymethylcellulose are new colloids of this 
type.” In this case a methylcellulose syrup was employed 
by the patient in an unsuccessful effort to relieve his 
constipation. 

Several instances of esophageal obstruction after the 
administration of hydrophilic colloids have been re- 
ported.* The colloid formed a gelatinous mass that ob- 
structed the esophagus, usually at the cardia, and neces- » 
sitated removal. Obstruction lower down in the bowel 
has not been reported to our knowledge, although it 
probably has occurred in the colon. There are numerous 
reports in the literature of spontaneous perforation of 
the large bowel, for example, perforation as a result of 
underlying pathological changes that did not involve 
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trauma.* The causes have been listed as diverticulitis, 
carcinoma, ulcerative colitis, dysentery, simple colonic 
ulceration, typhoid, tuberculous enterocolitis, and re- 
lated disorders of the descending colon. A roentgeno- 
gram taken with a barium enema had demonstrated no 
pathological changes or abnormalities of the bowel and 
a careful examination of the colon during surgery failed 
to demonstrate any pre-existing cause for the perfora- 
tion. 


We have presumed that the perforation in this patient 
occurred as a result of a temporary obstruction to the 
bowel contents, perhaps as a consequence of a spastic 
colon, with gradual increase in the bulk of the fecal mass 
because of its hydrophilic nature. Eventually, this mass 
produced a fecal impaction and marked distention of the 
bowel, and, finally, perforation occurred at the point of 
least resistance, namely, on the mesenteric border. While 
the use of carboxymethylcellulose and related materials 
in the treatment of constipation is not to be condemned, 
its indiscriminate use without proper indications may 
provoke extremely disastrous consequences. 


405 State St. (Dr. Friedman). 
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The use of testosterone propionate in the management of 
disseminated carcinoma of the female breast has gained gen- 
eral acceptance in medical practice since the demonstration of 
the therapeutic value of this hormone by Herrmann and co- 
workers in 1946.1 The conclusions reached by the Subcommit- 
tee on Steroids and Hormones of the Committee on Research 
of the Council on Pharmacy and Chemistry in 1951,? which 
were based on accumulated statistics from many sources, sub- 
stantiated the experience of individual clinics with this therapy. 
It was found that about 75% of patients with metastatic breast 
cancer obtained significant symptomatic benefit from parenteral 
testosterone propionate therapy, whereas only 20 to 25% of 
the patients showed objective evidences of improvement. Ap- 
proximately 70% of patients treated with testosterone propio- 
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nate demonstrated signs of masculinization, including hirsytj 
acne, deepening of the voice, clitoral hypertrophy, and occa, 
sionally accentuated libido. Thirty per cent of patients hag 
edema secondary to steroidal therapy, and 10% showed hyper. 
calcemia during treatment.* : 

There are definite shortcomings to the use of testosterone 
propionate in metastatic breast cancer. The limited, transitory 
efficacy of the hormone in producing objective and subjective Te- 
missions, the occasional occurrence of hazardous salt and Water 
retention or hypercalcemia, and the frequency of troublesome 
virilization have encouraged the search for compounds of 
greater therapeutic efficiency and with fewer undesired andro. 
genic effects. At present only methyltestosterone has received 
recognition as a possible substitute for testosterone propionate 
This compound has the advantage of being active when od. 
ministered orally; however, it does not have any other ad. 
vantage over testosterone propionate and has the distinc 
disadvantage of being potentially toxic to the liver,* a com. 
plication not reported for testosterone propionate. Methandrio| 
(methylandrostenediol), another suggested testosterone substi. 
tute, is significantly less androgenic, but is also less effective 
in providing symptomatic relief to patients with metastatic 
breast cancer.5 

The present report deals with the clinical evaluation of 
stanolone,® which recently has been made available to the 
medical profession for clinical use. Preliminary reports from 
another clinic suggested that this compound was equal or 
superior to testosterone propionate in producing objective and 
subjective improvement and caused appreciably fewer Virilizing 
side-reactions.7 


sm, 


MATERIAL AND METHODS 


Thirty women with histologically proved carcinoma of the 
breast were studied. In each instance the extent of metastatic 
disease was such that radiotherapy was not feasible. This re- 
port is restricted to 26 of the 30 patients. Four of the patients 
were excluded because they died before they had received 2.4 
gm. of the steroid. In those patients who had previously re- 
ceived sex hormone therapy, a minimum interval of three 
months was allowed to elapse before initiating stanolone 
therapy. 

Table 1 summarizes certain pertinent facts concerning the 
group of patients under study. The dosage ranged from 2.4 
to 16.7 gm. Three patients received less than 3 gm. of the 
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Taste 1.—Frequency Distribution of Twenty-Six Patients 
Treated with Stanolone 


Dosage 
GM. «-seeeeeeerece 2.4- 3.0- 3.5- 4.0- 4.5- 5.0- 5.5- 6.0- 7.0- 8.0- 9.0. 
29 34 39 44 49 54 569 69 7.9 89 99 >10 
No. patients.....- 3 2 5 2 1 1 2 1 2 2 2 3 


Duration of Disease from Known Onset to Present Treatment 


VOars...sssceeecececes <i 1-2.9 34.9 569 78.9 910.9 >I11 
No. patientS....sseees 4 11 7 2 0 1 1 


Menopausal Status at Time of Therapy 


Premenopausal Postmenopausal, Postmenopausal, 
<6 Yr. > 5 ¥r. 
No. patients... 8 16 1 


Sites of Metastases 


Verte- Long 
brae Skull Bones Peivis Ribs 
Skeletal alone, no. patients (5)...... ° 5 4 5 5 5 
Skeletal and soft tissues, 
DO. patients * ..ccccccccccccccccecs oe 15 6 J 11 11 
Perito- 
Breast Nodes Skin Lungs Liver neum Brain 
Soft tissue alone, 
no patients (5) evcccce 2 4 2 3 3 0 0 
Skeletal and soft tissues, 
no. patients * ......... 9 12 7 10 v 1 0 


——<— 


* 16 patients had both skeletal and soft tissue metastases. 
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tissue only, and 16 with both osseous and soft tissue metastases. 
The distribution of the disease in these three groups is shown 
in table 1. Twenty-three of the patients were postmenopausal. 

The progress of the patients was followed closely with fre- 
quent recordings of changes in size and extent of lesions, 
skeletal and chest x-ray examinations, peripheral blood cell 
counts, and evaluations of the serum calcium, phosphorus, 
alkaline phosphatase, and nonprotein nitrogen. Photographs 
and serial biopsy examinations were obtained when indicated. 
The criteria for objective improvement were (1) calcification 
of all osteolytic areas or regression of all soft tissue lesions, 
(2) calcification of some osteolytic areas with others remaining 
apparently static, and (3) regression of some soft tissue lesions 
with others remaining static. When any lesions progressed, 
even though others may have improved, objective improve- 
ment was not considered to have occurred. The criteria for 
subjective improvement were (1) diminution in bone pain, (2) 
increase in sense of well-being and appetite, and (3) ameliora- 
tion of symptoms caused by visceral metastases, such as 
decreased cough and dyspnea. 


RESULTS 


Table 2 presents the results of therapy in each of the 26 
patients and a record of previous hormonal treatment, the 
presence or absence of side-effects from stanolone, and the 
current status of the patient. These data can be conveniently 
summarized in separate parts. 


TABLE 2.—Data on Twenty-Six Patients with Breast Carcinoma Who Received Stanolone 





Response to 
Previous 


Status After 


Response to Stanolone Initiation of 
SA = 





Dura- Therapy Disease ~—--- --- +, Stanolone Therapy 
tion of Previous —— Distribution Subjective Objective oo oN 
Age, _ Disease, Hormonal Subjec- Objee- -————~———~+ Lh, genome Side- Living 

Case es ae. Therapy tive tive Bone Soft Bone Soft Bone Soft Effects or Dead Months 
41 1 Test. Prop.* Bt 03 X$ os B 7 B 7“ Yi Living 6 
2 55 414 None ie a xX x 0 wd 0 w NZ Dead 2 
3 51 5 Test. Prop. B 0 xX xX 0 Ww 0 WwW y Dead 3 
4 47 10 Meth. Test.** B 0 r= x eee Ww eve Ww Y Living 6 
3 59 1 None - x x B 0 0 Ww = Living 6 
6 38 oa None o x x w Ww Ww w 4 Dead 4 
7 64 4 None os “a x x B B w B Y Dead 10 
8 45 1% Test. Prop. 0 0 x xX WwW Ww Ww WwW N Dead 3 
9 57 2 None xX os B ee Ww wee Y Dead 3 
10 49 1 None os x x B B 0 Ww Y Dead 6 
11 55 4 None - * “6 x ae 0 aed WwW N Dead 2 
4 37 1% Test. Prop. B 0 xX - Ww W Y Living 1 
3 50 13 None x xX 0 0 Ww t) Y Living 4 
l4 52 1 None in i e x nie w sin W x Living 4 
) 56 3l4 Test. Prop. B 0 xX x B 0 Ww Ww Y Dead 5 
6 50 1 None xX xX B B Ww Ww Y Dead 5 
17 57 2 None ee oe x xX 0 W 0 Ww N Dead 1 
3 36 4 Test. Prop. 0 0 X r 4 0 0 WwW Ww Y Dead 10 
’ 49 5 Test. Prop. B Ww x - B Ww Y Living 12 
0 31 3 Test. Prop. B 0 x x 0 0 Ww 0 Y Dead 2 
21 59 1% None ws = x xX B B W B Y Dead 9 
22 37 <i Test. Prop. 0 Ww x o Ww ne W oon N Dead 11 
3 69 4 Stilb.tt B B x W owe Ww Y Dead 3 

‘ 42 <i None ee ‘on xX inieg Ww ae Ww Y Dead 1% 

25 52 <i None ee oo x x B 0 0 w Y Dead 2 
26 57 2 None ee - xX x B B Ww B Y Dead 6 





* Testosterone propionate. 
§ Involvement by tumor. 
$ Absent. 


Present. 


hormone; three were given more than 10 gm.; and the re- 
mainder received between 3 and 10 gm. The dosage regimen 
for all was 100 mg. of stanolone as a suspension in isotonic 
sodium chloride solution, injected intramuscularly either daily 
or six times weekly. Occasionally administration of the steroid 
was discontinued for several days because of a shortage of the 
drug. 

Carcinoma of the breast had been present for one to five 
years in 18 of the 26 patients, for longer than five years in 
4 of the remainder, and for less than a year in the remaining 
4 women. These figures, relating number of cases to duration 
of disease, indicate that the group under study was not dis- 
proportionately composed of relatively malignant or relatively 
benign disease. There were 5 patients whose detectable disease 
was limited to the skeleton, 5 with metastases apparent in soft 


+t Better or improved. 


** Methyltestosterone. 


} No change. 
q Worse. 
+t Diethylstilbestrol. 


t 

Table 3 indicates the subjective and objective changes in 
the patients, grouped according to the distribution of their 
disease. Of the five patients in whom there were soft tissue me- 
tastases alone, four became worse and one had no symptomatic 
change. All five showed objective progression of their disease 
while under treatment. Of the group of five patients whose 
apparent disease was restricted to bone, three had subjective im- 
provement and two became worse. One patient of those sub-' 
jectively improved revealed objective evidence of regression of 
the osseous lesions. The other four patients in this group pre- 
sented objective evidence of progressive osseous disease. In 
the group composed of 16 patients with both soft tissue and 
bone metastases, the response to therapy was tabulated sepa- 
rately for the two types of lesions. Considering first the effect 
of treatment on the soft tissue disease in this group, five 
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patients experienced subjective improvement and three of these 
showed objective evidence of disease regression. Eight patients 
in this group had symptomatic improvement in bone pain; how- 
ever, none of them showed objective improvement. At first 
glance it would appear that 13 of the 16 patients in this group 
experienced symptomatic improvement. Reference to tables 2 
and 4, however, will show that only five women had subjec- 
tive improvement from their soft tissue and osseous lesions 
concurrently; three others had relief of bone pain without 
change in the symptoms caused by the soft tissue disease, and 


TABLE 3.—Summary of Results of Stanolone Therapy 





Subjective Objective 
Response Response 
GB ——————=—=—<—<=, = <A ay, 
No. of No No 
Cases Better Change Worse Better Change Worse 
Soft tissue 5 0 1 4 0 0 5 
metastases 
Bone metas- 5 8 0 2 1 0 4 
tases 
Soft tissue 16 ee oe ee ee ee ee 
and bone 
metastases 
Soft tissue ee 5 6 6 3 2 11 
Bone ee 8 6 2 0 6 10 





hence incomplete symptomatic remission. Because of simul- 
taneous progression of bone disease in the three patients in 
whom regression of soft tissue lesions was demonstrated, these 
patients cannot be considered as totally, objectively improved. 
It is noteworthy that, in every instance of hepatic or pul- 
monary involvement, there was no evidence of regression of 
these lesions or improvement in attendant symptoms. 


Table 4 summarizes data on the 11 patients in this series 
showing some type of improvement. Symptomatic improve- 
ment in 8 of the 11 patients began within 24 days after initi- 
ation of stanolone therapy; the mean interval for the entire 
group was 19 days. The duration of symptomatic benefit 
ranged from two weeks to six months, with an average of 
about three months. In only one patient (case 1) was objective 
improvement apparent in all lesions concomitant with subjec- 
tive improvement. This patient had no soft tissue disease and 
calcification of osteolytic areas was demonstrated. In cases 7, 
21, and 26 objective evidence of soft tissue improvement was 
apparent, but x-ray studies of the skeleton revealed further 
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SIDE-EFFECTS 


involvement by tumor. In one patient (case 7), the extensive 
cutaneous and subcutaneous nodular tumor deposits, which 
appeared to regress under therapy, failed to show any appar- 
ent morphological changes in the tumor cells examined at 
the height of the regression. 
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An analysis of the unfavorable reactions induced by stano. 
lone is summarized in the figure. Five patients had no adverse 
effects from the hormone. Twenty women showed significant 
signs of virilization, one became hypercalcemic, and edema 
developed in another as the only manifestation of toxicity, 
In the latter two instances, it was necessary ultimately to 
discontinue the medication. 


A study of the serum alkaline phosphatase, Phosphorus, 
calcium, and protein levels revealed no significant changes 
except in the one patient in whom the stanolone therapy was 
associated with hypercalcemia. This subsided on discontinua. 
tion of hormonal therapy. In those instances in which anemia 
existed, there was usually no improvement during stanolone 
therapy. In a few patients who sustained good subjective re. 
sponse, however, a significant rise in the hemoglobin and 
erythrocyte level occurred. 


COMMENT 
The objective of this investigation was to evaluate the 
efficacy of stanolone in the treatment of advanced mammary 
carcinoma and to determine whether or not this steroid had 
obvious qualitative or quantitative advantages over testosterone 
propionate. The patients selected for study were considered 


TaBLE 4.—Data on Patients Showing Subjective Improvement 





Onset of Duration of Objective 








Improve- Subjective Evaluation 
ment Improvement, During Same 
After Days Period 
Start of ————"{, -— “SH 
Therapy, Soft Soft Current 
Case Days Bone Tissue Bone Tissue Status 
1 14 129 eee od ee Living; 
in re- 
, lapse 
5 2 183 Ot 0 wt Living; 
in re 
mission 
7 6 165 56 Ww B Dead 
9 21 35 eee Ww a Dead 
10 6 113 113 0 Ww Dead 
15 23 14 0 W Ww Dead 
16 389 59 59 Ww W Dead 
19 38 77 cee WwW coe Living; 
in re- 
lapse 
21 14 57 75 Ww B Dead 
25 7 39 0 0 Ww Dead 
26 45 135 135 Ww B Dead 
* Better or improved. 
+t No change. 
t Worse. 





a fair representation of breast cancer patients from the stand- 
point of age groups, distribution of lesions, duration of dis- 
ease, and probable life expectancy. 

The results lead to the conclusion that stanolone is not 
superior to testosterone propionate in the treatment of dis- 
seminated mammary cancer in women. A much larger group 
of similarly studied cases will be required, however, before it 
can be determined whether the therapeutic efficacy of stano- 
lone equals that of testosterone propionate. 

The foregoing conclusion rests on the following facts: 1. 
Eleven of the 26 patients treated with stanolone had subjective 
improvement. This proportion is smaller than the percentage 
of cases (75%), which were symptomatically improved by 
testosterone propionate, reported by the Subcommittee on 
Steroids and Hormones.? 2. In 4 of these 11 patients, there 
was objective tumor regression. This represents a smaller fre- 
quency of tumor regression than that noted with testosterone 
propionate therapy.* 3. The side-reactions to stanolone were 
predominantly those of virilization. The individual variation 
in the severity of hirsutism, acne, and deepening of the voice 
was great. It was not possible to quantify these reactions in 
a meaningful way; therefore, a quantitative comparison with 
the masculinizing effects of testosterone propionate is not per- 
missible. It can be stated, however, that virilization did occur 
in the majority of the patients receiving stanolone in this study. 
4. Table 2 presents the status of all of the patients after the 
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initiation of stanolone therapy. Nineteen of the 26 patients died 
within 1 to 11 months. One of us (Dr. Herrmann) has found 
that hormonal therapy is much less effective in patients who 
require hospitalization for treatment of advanced breast cancer 
than in ambulatory, nonhospitalized patients. Many of the 
women in the present series were bed patients or became so 
before stanolone therapy was well advanced. This may explain 
the shorter duration of life in our group of patients than in 
the series reported by the Council.? In any event there is no 
indication that significant prolongation of life was achieved by 
stanolone therapy in the present series of patients. 5, In three 
patients (cases 8, 18, and 22 cited in table 2), who had failed 
to derive benefit from prior testosterone propionate therapy, 
no improvement occurred from administration of stanolone. 
Six other patients who had previously received testosterone 
propionate with subjective benefit again became symptomatic. 
None of them were known to be refractory to this hormone 
when stanolone therapy was initiated. Three of this group ex- 
perienced symptomatic benefit with stanolone therapy. Thus, 
from the available evidence it cannot be concluded that a 
patient refractory to testosterone propionate will not respond 
to stanolone. 

In evaluating the foregoing results and conclusions, one 
other factor should be taken into consideration. The dosage 
regimen for stanolone was arbitrarily set at 0.6 to 0.7 gm. a 
week and was continued for as long as improvement was 
maintained. The results of therapy with large doses of testos- 
terone propionate (0.6 gm. a week), according to the Council 
report, are less effective on bone lesions but of greater value 
in the treatment of soft tissue metastases than a dosage regi- 
men of 0.15 gm. a week. It is conceivable, therefore, that a 
different dosage schedule for stanolone might improve its 
efficacy. 

SUMMARY AND CONCLUSIONS 

Twenty-six women with metastatic breast cancer received 
injections of stanolone, with total doses ranging between 2.4 
and 16.7 gm. Eleven patients experienced subjective relief for 
periods of 14 to 183 days. Four of these patients showed 
objective evidences of temporary tumor regression. Twenty- 
one of the 26 patients had side-reactions to the administration 
of stanolone, which were predominantly those of virilization. 
From the results obtained in this study, it is concluded that 
stanolone has no qualitative or quantitative advantages over 
testosterone propionate in the therapy of metastatic cancer of 
the female breast. 


8. Herrmann, J. B.: Unpublished data. 
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ACCEPTED FOODS 


The following products have been accepted as conforming to 
the rules of the Council. 
JaMEs R. Witson, M.D., Secretary. 


Sherman Foods, Inc., New York. 
Sherman’s Arcadia Brand Dietetic Pack Applesauce. 

Ingredients: Apples processed and packed in water without 
any added sugar or salt. 

Analysis (submitted by distributor)—Total solids 11.3%, 
moisture 88.7%, ash 0.17%, fat (ether extract) 0.13%, pro- 
tein (N x 6.25) 0.15%, crude fiber 0.57%, carbohydrate 
10.28%, and sodium 1.6 mg./100 gm. 

Calories—0.43 per gram; 12 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 
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Sherman’s Arcadia Brand Dietetic Pack Green Beans. 

Ingredients: Tendergreen variety beans packed in water with- 
out any added salt. 

Analysis (submitted by distributor).—Total solids 5.2%, mois- 
ture 94.8%, ash 0.23%, fat (ether extract) 0.11%, protein 
(N x 6.25) 0.88%, crude fiber 0.53%, carbohydrate 3.45%, 
and sodium 1.02 mg./100 gm. 

Calories.—0.18 per gram; 5 per ounce. 

Use.—In low sodium and other therapeutic diets. 


Sherman’s Arcadia Brand Dietetic Pack Sliced Beets. 

Ingredients: Detroit dark red beets packed in water without 
any added salt. 

Analysis (submitted by distributor).—Total solids 8%, mois- 
ture 92%, ash 0.46%, fat (ether extract) 0.05%, protein (N x 
6.25) 0.90%, crude fiber 0.53%, carbohydrate 6.06%, and 
sodium 46.50 mg./100 gm. 

Calories.—0.28 per gram; 8 per ounce. 

Use.—In low sodium and other therapeutic diets. 


Sherman’s Arcadia Brand Dietetic Pack Diced Carrots. 

Ingredients: Red Cored Chantenay carrots packed in water 
without any added salt. 

Analysis (submitted by distributor).—Total solids 6.56%, 
moisture 93.44%, ash 0.48%, fat (ether extract) 0.06%, protein 
(N x 6.25) 0.78%, crude fiber 0.60%, carbohydrate 4.64%, 
and sodium 50.1 mg./100 gm. 

Calories.—0.22 per gram; 6 per ounce. 

Use.—In low sodium and other therapeutic diets. 


Sherman’s Arcadia Brand Dietetic Pack Whole Kernel Golden 
Sweet Corn. 

Ingredients: Tendermost variety corn packed in water with- 
out any added salt. 

Analysis (submitted by distributor)—Total solids 17.4%, 
moisture 82.6%, ash 0.38%, fat (ether extract) 0.51%, protein 
(N x 6.25) 2.04%, crude fiber 0.33%, carbohydrate 14.14%, 
and sodium 1.2 mg./100 gm. 

Calories.—0.69 per gram; 20 per ounce. 

Use.—In low sodium and other therapeutic diets. 


Sherman’s Arcadia Brand Dietetic Pack Sweet Peas. 

Ingredients: Peas (Surprise variety) packed in water without 
any added salt. 

Analysis (submitted by distributor)—Total solids 11.7%, 
moisture 88.3%, ash 0.35%, fat (ether extract) 0.20%, protein 
(N x 6.25) 3.14%, crude fiber 1.34%, carbohydrate 6.67%, 
and sodium 8.58 mg./100 gm. 

Calories.—0.41 per gram; 12 per ounce. 

Use.—In low sodium and other therapeutic diets. 


Webster-Thomas Company, Boston. 
Matchless Brand Dietetic Pack Fruit Cocktail. 

Ingredients: Pears, peaches, and pineapple with some grapes 
and maraschino type cherries that are processed and packed in 
water without any added sugar or salt. ' 

Analysis (submitted by distributor).—Total solids 11%, mois- 
ture 89%, ash 0.3%, fat (ether extract) 0.1%, protein (N x 
6.25) 0.4%, crude fiber 0.4%, carbohydrates (by difference) 
9.8%, and sodium 2.52 mg./100 gm. 

Calories.—0.42 per gram; 11.9 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 
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HYPOTHERMIA 


The physiological aspects of cold have recently been 
receiving increased attention in many research centers 
and in surgical clinics. Elsewhere in THE JOURNAL (page 
1318) is a statement on the use of hypothermia for am- 
putation that indicates the degree of refinement already 
achieved for this procedure. While it is not applicable, 
at least at this time, to many medical and surgical prob- 
lems, it offers interesting data for study. 


Body cooling was first introduced by Smith and 
Fay ' in 1939 as treatment for neoplasms. These authors 
found that relief of pain promptly followed “refrigera- 
tion” of the area involved or induced states of “hypo- 
thermia” in which the patient was maintained at levels 
of rectal temperature 81 to 90 F for as long as one to 
five days. McQuiston * pointed out the danger of hyper- 
thermia in “blue babies” subjected to cardiac interven- 
tion. He reported encouraging results in 25 children who 
were subjected to various cardiac operations under re- 
frigeration. 

Bigelow and his associates * felt that the use of hypo- 
thermia as a form of anesthesia could extend the scope 
of surgery in many new directions. A state in which the 
body temperature is lowered and oxygen requirements 
of tissue are lowered to a small fraction of the normal 
would allow exclusion of organs from the circulation for 
prolonged periods, and a bloodless heart excluded from 
the circulation was necessary before much further prog- 
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ress could be made in the field of cardiac surgery, These 
workers demonstrated in experiments that when a dog’s 
body temperature is reduced from 38 C to 20 C metabo. 
lism and oxygen demands are reduced to about 18% of 
their normal values. Dogs under hypothermia surviveq 
occlusion of both venae cavae for 15 minutes withoy 
damage to the brain. A gradual fall of blood pressure. 
heart rate, and cardiac output to very low levels was 
noted as cooling proceeded, with a comparable rise op 
rewarming. Ventricular fibrillation usually caused death 
between 16 and 22 C. Return of the heart from ventricu- 
lar fibrillation to normal with revival was accomplished 
by venesection and immediate rewarming. 

Laborit and Huguenard * believed that death could 
result under certain circumstances from over action of 
the autonomic nervous system in an attempt to keep the 
body’s internal environment constant. They attempted to 
produce a block of the neurovegatative system by means 
of drugs having a specific neuroplegic effect. The drugs 
are mainly those of the phenothiazine group. The “arti- 
ficial hibernation” was induced by the use of a “lytic 
mixture” consisting of 50 mg. of promethazine (10-(2- 
dimethylamino-1-propyl] phenothiazine), 50 mg. of 
chlorpromazine (French generic name for 10-[y-diethyl- 
aminopropyl]-2-chlorophenothiazine hydrochloride) and 
100 mg. of meperidine administered intravenously in 
divided doses in the hour before operation. The French 
workers postulated that these drugs produced a partial 
block of the autonomic nervous system, thus diminishing 
the body’s unfavorable reactions to surgical trauma. 
Goldblat * resorted to the use of the lytic mixture in oper- 
ative intervention on 49 patients. He was impressed by 
the remarkable absence of shock. He felt that the joint 
pharmacodynamic action was sufficient to produce a gen- 
eral anesthesia that only occasionally had to be supple- 
mented by minimal doses of ordinary anesthetics. The 
method was indicated in feeble patients or for difficult 
prolonged interventions. It has no advantage in ordinary 
intervention on patients in good general state. 


Churchill-Davidson and co-workers ° concluded from 
his experimental investigations that, of the various meth- 
ods of accomplishing hypothermia, surface cooling was 
the simplest. The chief barrier to profound hypothermia 
is the risk of spontaneous ventricular fibrillation. The 
body temperature should not be reduced below 26 C. 
The younger the animal the greater the margin of safety. 
Cookson and his associates ‘ repeated Bigelow’s experi- 
ments and evolved a procedure that enabled them to 
occlude the venae cavae for 12 minutes and perform 
cardiotomy on either the right auricle or the right ven- 
tricle, with a survival rate of 85%. These authors have 
also performed intracardiac surgery on six human pa- 
tients under hypothermia for various conditions. They 
felt that the chief use of hypothermia is in the treatment 
of children, and perhaps of young adults, with congenital 
heart disease of a type not suitable for surgical correction 
by previously applicable techniques. Bailey and co- 
workers * reported on 13 patients subjected to cardiac 
interventions under hypothermia. They felt that hypo- 
thermia was indicated in severely cyanotic infants as a 
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means of permitting direct surgical procedures on the 
oreat blood vessels that involve interrupting the circula- 
tion for prolonged periods of time, and as a means of 
performing open intracardiac surgery within the cham- 
bers of the right heart under direct vision. Among the 
contraindications to hypothermia ‘they mention severe 
myocardial damage, acquired heart disease, and left- 
sided lesions that require an open surgical technique. 
Hypothermia appeared to be particularly useful in small 
children with congenital heart disease involving the right 
side. The method permits total interruption of the circu- 
lation for relatively long periods with complete recov- 
eries. 

Swan and his associates ° reported in a recent issue of 
Tue JOURNAL on 15 patients who underwent cardiac 
operations in a state of hypothermia with body tempera- 
tures ranging from 21.5 to 26 C. In 13 of these patients 
circulation was stopped for periods varying from two to 
eight and one-half minutes, and the operation was per- 
formed in the open heart under direct vision. There was 
one operative death in this group. The remainder of the 
patients had excellent clinical results, save one on whom 
no therapeutic procedure could be performed. Preven- 
tion of shivering and hyperventilation was a very impor- 
tant aspect of the cooling technique. Potassium appeared 
to be a valuable agent for combating ventricular fibrilla- 
tion in the cold patient. The prevention of coronary 
artery air embolism was achieved by a combination of 
maneuvers, of which one of the most important was com- 
plete immersion of the heart in salt solution at the time of 
closure of the incision. 


CHEMICAL TESTS AND THE DRUNKEN 
AUTOMOBILE DRIVER 


The growing use in the United States of chemical tests 
of the blood, urine, and breath for the apprehension and 
prosecution of persons driving while under the influence 
of alcoholic beverages has left little doubt in the minds 
of conscientious law enforcement agencies and physi- 
cians that these tests can effectively aid in protecting the 
innocent and convicting the guilty. After studying the 
court records of all cases involving charges of operating 
a motor vehicle while under the influence of alcoholic 
beverages that appeared before the court of common 
pleas in New Haven, Conn., during a period of 40 
months, Lester, Greenberg, and Tiernan * recently con- 
cluded that a considerably higher percentage of guilty 
pleas ensues when chemical test evidence is introduced. 


In the cases examined, the concentration of alcohol in 
the blood was found to range from 0.14 to 0.40%, indi- 
cating a consumption of more than one-half pint (250 
cc.) of whisky or an equivalent amount of alcoholic 
beverage. Use of a breath-testing device resulted in a 
pronounced increase in pleas of guilty—from 23 to 61%. 
This increase obviously indicated an acceptance of the 
validity of chemical tests by defendants, especially since 
the findings actually corresponded to what the defendants 
knew they had consumed. Moreover, a significant in- 
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crease in convictions by both court and juries, from 58 
to 83%, occurred. The increase in convictions was due 
to the confidence reposed by the court and juries in the 
validity of the chemical tests and from the value of the 
tests in corroborating other types of evidence. The num- 
ber of cases dismissed by the prosecutor for lack of suf- 
ficient evidence decreased from 22% to none when chem- 
ical test evidence was introduced. In general, the over-all 
rate of convictions for driving while intoxicated rose 
from 55 to 93%. 

Evaluation of the disposition of cases brought before 
the New Haven County Court of Common Pleas reveals 
the acceptance of chemical tests by all segments of the 
community as an effective means of convicting the 
guilty and protecting the innocent. That this is not an 
isolated phenomenon is evident from data provided by 
the National Safety Council in 1952 on the uses of 
chemical tests for intoxication.* The use of chemical tests 
to determine the degree of intoxication in drinking auto- 
mobile drivers was reported during 1952 by some en- 
forcement agency in all but four states. In two-thirds of 
the states both the state agency and some city or cities 
used this type of scientific evidence in the courts. In 
Cleveland, for example, 95% of the persons arrested dur- 
ing 1952 for driving while intoxicated were convicted 
after the use of chemical tests to establish drunkenness. 
In Detroit, the percentage of convictions amounted to 
99%; in Los Angeles, 96%; in Milwaukee, 96%; in 
Minneapolis, 99%; and in the Chicago Park District, 
100%. Similarly high rates of conviction of drunken 
automobile drivers, after the use of chemical tests, was 
also obtained in such representative American cities as 
Columbus, Ohio; Kansas City, Mo.; Oakland, Calif.; 
Richmond, Va.; and Oklahoma City. 

A decade ago, a committee of the American Medical 
Association to study problems of motor vehicle acci- 
dents,* the activities of which have in recent years been 
continued as a part of the functions of the Committee 
on Medicolegal Problems of the Association, recom- 
mended that physicians who are called on to testify in 
court should aid enforcement officers by obtaining evi- 
dence of intoxication in drunken drivers in an acceptable 
scientific manner rather than to rely on hit or miss opin- 
ion. Certainly, in view of our nation-wide automobile 
slaughter, one that shows discouragingly few signs of 
abating, in self-defense, more communities in the United 
States should seriously consider the introduction of 
chemical test evidence in cases involving charges of 
operating an automobile while under the influence of 
alcoholic beverages. 
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ORGANIZATION SECTION 


ABSTRACT OF MINUTES OF MEETING 
OF BOARD OF TRUSTEES 


The Board of Trustees met in Washington, D. C., Feb. 15-16, 
1954, and the following actions were taken: 


MEND PROGRAM 


Endorsement was given to the MEND program (medical 
education in time of national defense), a program sponsored by 
the Department of the Army under which practical courses in 
military medicine and emergency medical and surgical care are 
included in the curriculum. The program has been operative in 
five pilot schools during the past year. The Board also adopted 
the recommendation of the Council on Medical Education and 
Hospitals that the program be made available to all medical 
schools on a voluntary basis. 


COMMITTEE ON MEDICOLEGAL PROLEMS 
The Committee on Medicolegal Problems was authorized to 
prepare a textbook on medical jurisprudence, which will be used 
in the courses in the field of legal medicine and medical juris- 
prudence offered by medical schools. 


SAN FRANCISCO MEETING 
Authorization was given for the broadcasting of the inaugural 
ceremony by nationwide radio network plus one local television 
outlet in San Francisco during the time of the Annual Meeting 
of the Association, June 21-25, 1954. 


VETERANS’ MEDICAL CARE 
Two committees were appointed to meet with representatives 
of the Veterans of Foreign Wars and with the Special Medical 
Advisory Group of the Veterans Administration, of which Dr. 
Derrick Vail is chairman, for a discussion of the position of the 
American Medical Association on the medical care and hos- 
pitalization of veterans. 


COMMITTEE ON LEGISLATION 

The Committee on Legislation made recommendations on 
several referred matters and on numerous measures introduced 
during the second session of the Congress. A detailed report of 
its recommendations and the action taken by the Board will be 
published in THE JOURNAL under the sponsorship of the Com- 
mittee. 

MIAMI MEETING 

The dates for the Clinical Meeting of the Association to be 
held in Miami, Fla., were changed so that the meeting of the 
House of Delegates will begin on Monday, Nov. 29, 1954, and 
will end on Thursday, Dec. 2. 

Authorization was given for the conduct of a “health fair” 
in Miami. This will be a display of many of the Association’s 
health exhibits plus similar presentations by allied groups of 
national scope. 

COMMITTEE ON MEDICAL PRACTICES 

In conformity with the action of the House of Delegates in 
December, 1953, on the resolution on unethical practices, the 
following Committee on Medical Practices was appointed: Drs. 
Stanley Truman, Chairman, Felix L. Butte, John S. DeTar, 
James Q. Graves, Ernest E. Irons, Leland S. McKittrick, and 
Walter L. Palmer. 

BLUE SHIELD COMMISSION 

Dr. Louis H. Bauer was appointed a commissioner at large 

on the Blue Shield Commission for a term of three years. 


BRITISH MEDICAL ASSOCIATION 


Dr. R. L. MacCornack Sr. of Wisconsin was designated to 
represent the American Medical Association at the meeting of 
the British Medical Association in Glasgow, Scotland, July 5-9, 
1954, 


COMMITTEE ON REHABILITATION 

In conformity with the action of the House of Delegates jp 
December, 1953, adopting the joint resolution of the Section op 
Orthopedic Surgery and the Section on Physical Medicine anq 
Rehabilitation, the following committee was appointed to study 
the issues which have been raised with respect to the word 
“rehabilitation”: Drs. Julian P. Price, Chairman, E. Vincen; 
Askey, Edward L. Compere, Frank H. Krusen, G. Henry Mund 
Sr., Hans Reese, and Charles Stone. 


STATE JOURNAL ADVERTISING BUREAU 
Dr. C. Grenes Cole, editor of the Louisiana State Medical 
Journal, was elected to fill the unexpired term of Dr. Julian p. 
Price on the Advisory Committee to the State Journal Advyer. 
tising Bureau. 


AMERICAN ASSOCIATION OF NURSING HOMES 
At the request of the American Association of Nursing 
Homes, the following committee was appointed to discuss 
mutual problems of that organization and the American Medical 
Association: Drs. Charles Farrell, Chairman, Raymond M. 
McKeown, Harold A. Murray, and Dean Roberts. 


A. M. A. SPECIAL PUBLICATIONS 

Archives of Pathology.—Because of the heavy responsibilities 
connected with other phases of his work, Dr. Granville A. 
Bennett resigned as Chief Editor of the A. M. A. Archives of 
Pathology but will continue as a member of the editorial board, 

Dr. Paul R. Cannon of Chicago was elected Chief Editor of 
that periodical, and Dr. Sidney Madden of Los Angeles was 
selected an additional member of the editorial board. 

Archives of Surgery.—Dr. Walter Maddock of Chicago was 
elected an additional member of the editorial board of the 
A. M. A. Archives of Surgery, representing the Western Surgical 
Association, 


JOINT COMMISSION FOR IMPROVEMENT OF CARE OF PATIENT 

Dr. Clarence Benage was elected to replace Dr. T. P. Murdock 
(ineligible for reappointment), and Dr. Julian P. Price was 
elected to succeed himself as representatives of the American 
Medical Association on the Joint Commission for the Improve- 
ment of the Care of the Patient. 


COMMITTEE ON INJURIES IN SPORTS 
A Committee on Injuries in Sports was appointed to confer 
with national organizations in this field: Drs. Augustus Thorn- 
dike, Chairman, Francis C. Grant, George Hammond, Thomas 
B. Quigley, and Allan J. Ryan. 


NATIONAL SOCIETY FOR PREVENTION OF BLINDNESS 
Dr. Peter Murray of New York was selected to act as the 
representative of the American Medical Association on the 
Board of Directors of the National Society for the Prevention 
of Blindness. 


INFORMATION ABOUT MEDICAL SCHOLARSHIPS 


Requests for information on available medical scholarships 
and loans for a medical education have prompted the publica- 
tion of a comprehensive new pamphlet on the subject by the 
A. M. A.’s Council on Rural Health in cooperation with the 
Department of Public Relations. Scheduled for release in April, 
this booklet will contain a compilation, by state, of pertinent 
information regarding all types of medical scholarships and Joan 
funds now available through medical society, governmental, 
and other special funds. Copies may be obtained from the 
Council on Rural Health. 
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BUREAU OF HEALTH EDUCATION 


The following two items are part of a series of brief statements 
explaining the wor k of various departments of the American 
Medical Association.—ED. 


The Bureau of Health Education was established in 1911 as 
the Council of Health and Public Instruction. In 1923 the Coun- 
cil was replaced by a bureau of the same name. This bureau, 
with modifications and additions, has functioned from that time 
to the present under the directorship of Dr. John M. Dodson 
and, since 1937, Dr. W. W. Bauer. The bureau was renamed 
Bureau of Health Education in 1937. 

The interest of the American Medical Association in public 
health and health education did not originate with the establish- 
ment of this department. Beginning with the earliest Association 
proceedings in 1847 and increasingly through the years, progress 
in public health and health education has been furnished by the 
Association through various committees concerned with disease 
control, sanitation, public health organization, institutional and 
prison hygiene, health of school children, and health education 
both in schools and on the community level. Other manifesta- 
tions of this interest include the magazine Today’s Health, the 
Bureau of Exhibits, and the Committee on Medical Motion Pic- 
tures. 

Health questions received by mail are answered through the 
Bureau unless they refer to specific subjects handled by other 
departments. About 12,000 letters containing 16,000 questions 
are answered each year. Of these a selected few are published in 
Today’s Health. Pamphlets for lay readers are published as re- 
prints from Today’s Health or developed independently. The 
annually revised catalog contains a varied and constantly chang- 
ing list of about 100 pamphlets and some posters. Radio broad- 
casts are arranged by the Bureau occasionally on nationwide 
networks, but electrical transcriptions, loaned for local use 
through county and state medical societies, constitute the princi- 
pal use of radio. Local or nationwide programs in connection 
with the two annual meetings of the Association are arranged by 
the Bureau. Telecasts are arranged in connection with the two 
annual meetings of the Association, and television “package” 
materials, films, and scripts are being made available for local 
live telecasts by county medical societies. Speaking engage- 
ments are arranged for the professional staff of the Bureau and 
to a limited extent for other departments in the Association. 


An extensive program of cooperation with school authorities 
is handled by the Bureau. This includes the Joint Committee on 
Health Problems in Education of the National Education Asso- 
ciation and the American Medical Association (since 1911) and 
numerous cooperative ventures in workshops, conferences, and 
committees. The Bureau had an important part in the produc- 
tion of the yearbook “Health in Schools,” published in 1942 
and revised in 195f by the American Association of School Ad- 
ministrators. Four biennial conferences on physicians in schools 
have been arranged by the Bureau for state medical and edu- 
cational representatives and have been followed by similar con- 
ferences at state and local levels with far-reaching influence in 
school health policies and procedures. Physicians and medical 
societies may call on the Bureau for speakers, for help in pre- 
paring talks, or for information on public health and health 
education. Public and profession alike benefit from the Bureau’s 
school health and physical fitness activities. 

rhe Trustees of the A. M. A. have chosen the Bureau as one 
channel for cooperation with many governmental and lay organi- 
zations, including the U. S. Public Health Service, the Children’s 
Bureau, the National Safety Council, Federated Women’s Clubs, 
parent-teacher associations, the Junior Chamber of Commerce, 
and others. The Director of the Bureau is also editor of Today’s 
Health, but the Bureau and editorial organizations are separate 
and mutually exclusive. 
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COMMITTEE ON RESEARCH 


Established originally as the Therapeutic Trials Committee in 
1946 for the purpose of fostering critical clinical trials of new 
therapeutic agents, the Committee on Research was reorganized 
in 1950 as a standing committee of the Council on Pharmacy 
and Chemistry to combine the functions of the Therapeutic 
Trials Committee and the Research Committee. Its program is 
designed to encourage and aid research on therapeutic problems 
through grants-in-aid, cooperative investigations, and contract 
investigations. 

Probably the committee’s most important activities center 
about the organization of impartial, cooperative, clinical investi- 
gations of incompletely authenticated but promising methods of 
therapy. For example, a valuable cooperative study on steroids 
in mammary cancer with 45 clinics and 14 pharmaceutical firms 
begun six years ago is being completed. Another cooperative 
study on the incicence and etiology of blood dyscrasias including 
aplastic anemia is about to be launched, as is a study of the 
value of female sex hormones in increasing the number of viable 
pregnancies of diabetic mothers. Other projects sponsored by the 
committee and established by contract between an investigator 
and an interested organization include studies on improved 
methods for control of blood pressure by drugs during surgery 
to reduce hemorrhage and investigation of a new antibiotic. 

Through the committee’s subcommittee on grants-in-aid, 
amounts up to $500 are made available to individual investiga- 
tors for the purchase of equipment, animals, and supplies. Be- 
tween 35 and 50 yearly grants are made. The committee also 
collects information on new drugs or modes of treatment and 
submits status reports to the Council on Pharmacy and Chem- 
istry. After receiving consideration by the Council, such reports 
are often published in THE JouRNAL to provide up-to-date, 
authoritative information for the medical profession. 


COMMITTEE TO STUDY INTERN PROBLEM 

Acting on a resolution adopted by the House of Delegates 
at its June meeting in New York, Speaker James R. Reuling 
has appointed a committee of five to study the intern problem. 
The members of the committee are Drs. George S. Klump, 
Williamsport, Pa., chairman; Abraham H. Aaron, Buffalo; H. 
Russell Brown, Watertown, S. D.; George A. Earl, St. Paul; 
and William A. Hyland, Grand Rapids, Mich. The committee 
has tentatively set April 24 as the date for its first official meet- 
ing. The session will be held at A. M. A. headquarters. 


Many of the present problems involving internship stem 
from the discrepancy between the number of internships 
offered in approved hospitals and the number of available appli- 
cants. As a result, hospitals, particularly those of smaller size 
and without medical school affiliation, have had difficulty in fill- 
ing their house staff requirements. It is anticipated that the 
committee will give consideration to this and related problems. 


NEW EXHIBIT ON DRINKING DRIVERS 

The Bureau of Exhibits is now constructing a new exhibit, 
“Alcohol Tests for Drinking Drivers,” in cooperation with the 
Committee on Chemical Tests for Intoxication of the National 
Safety Council and the Committee on Medicolegal Problems of 
the A. M. A. The drinking driver ranks third in traffic viola- 
tions resulting in fatal accidents and is led only by violations 
of excessive speed and failure to keep to the right of the center 
line. 

The exhibit also points out that drinking pedestrians account 
for one out of four pedestrian deaths. The advantages and dis- 
advantages of the several methods of testing the drinking driver 
are visually demonstrated, and a series of simulated windshields 
show the progressive changes in the vision of the drinking drivers 
through four stages: sober, fuzzy, dizzy, and drunk. This exhibit 
will be available on a loan basis through the Bureau of Exhibits 
beginning April 15. 
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WORLD MEDICAL ASSOCIATION MEETING 


Plans for the eighth general assembly of the World Medical 
Association, to be held in Rome, Italy, Sept. 26-Oct. 2, 1954, 
are progressing rapidly. While the agenda and program can- 
not be definitely fixed until after the Council Meeting in Zurich, 
Switzerland, this April, the secretariat is able to state that the 
business agenda will be an interesting one, with several new 
projects of the World Medical Association under discussion, 
and that the Italian Medical Association as host is planning a 
number of interesting social events as well as an excursion. The 
host association also plans to arrange an audience with the Pope 
for those attending the meeting. 

More than 125 members of the United States Committee have 
already indicated that they hope to attend the eighth general 
assembly. Members receive @ credential card as official observers 
from the committee, which entitles them to attend all business 
sessions and social affairs. The preregistration fee is $10. 


Free Trip to Rome 

The United States Committee, Inc., has made arrangements 
to offer one free round trip ticket to Rome to a member of the 
committee. Members of the United States Committee interested 
in receiving this free trip should so notify the secretariat in 
New York City. A drawing will be held in San Francisco about 
June, 1954, to select the member who will be given the free 
trip to attend the meeting. Any doctor interested in the meeting 
in Rome should write to the World Medical Association, 345 
East 46th St., New York 17. 


APPOINT ASSISTANT DIRECTOR 


The Board of Trustees has approved the appointment of Dr. 
Arthur Springall as assistant director, Division of Hospitals and 


Graduate Education, of the A. M. A. Council on Medical Edu- | 


cation and Hospitals. He will assist Dr. Edward Leveroos, di- 
rector of the division, and will handle the internship program. 
Dr. Springali was graduated from the University of Texas Medi- 
cal School and served as assistant director of Gorgas Hospital 
in the Canal Zone for the past 10 years. 


FEDERAL MEDICAL LEGISLATION 


Federal Health Service Reinsurance 

The Administration reinsurance bill for health service was 
introduced in the Senate (S. 3114) by Senator Smith (R., N. J.), 
Senator Ives (R., N. Y.), Senator Flanders (R., Vt.), Senator 
Purtell (R., Conn.), Senator Cooper (R., Ky.), Senator Upton 
(R., N. H.), Senator Ferguson (R., Mich.), Senator Bush (R., 
Conn.), and Senator Saltonstall (R., Mass.). In the House, Chair- 
man Wolverton (R., N. J.) of the Interstate and Foreign Com- 
merce Committee introduced the companion bill, H. R. 8356. 
The program would be started with a federal appropriation of 
25 million dollars. It is contemplated that the fund will be sus- 
tained within five years by scaling premiums to match expenses 
with the federal advances being repaid. The Secretary of Health, 
Education, and Welfare will administer the program, setting 
standards and requirements as to coverage and establish rein- 
surance rates for each planning. 

The program would not reinsure a particular policy holder 
nor a carrier as such. It would protect the carrier against ab- 
normal losses under a particular reinsurance plan. Only the 
losses in excess of anticipations would be reinsured, the federal 
share being limited to 75% of the losses. The carrier would 
participate on a voluntary basis. The sponsors feel that the 
program will encourage carriers to experiment more broadly 
and rapidly in new health and hospital insurance plans. 

Private insurance companies, voluntary nonprofit associations, 
such as Blue Cross, Blue Shield, and other voluntary groups, 
could participate if approved by the Secretary of Health, Edu- 
cation, and Welfare, if they comply with approved conditions 
and standards. Plans would not be approved unless they were 
(a) financially sound, (b) operating according to state law, and 
(c) worthy of public confidence. 





The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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A national advisory council on health service prepaymen 
plans would be established consisting of 12 members, 4 of whom 
would have to be experienced in the administration of health 
plans. An information service would conduct studies and ¢oj. 
lect and distribute information on the organizational, actuarial, 
and other problems of health insurance. The Senate measure 
was referred to the Committee on Labor and Public Welfare. 
The House measure was referred to the House Committee op 
Interstate and Foreign Commerce. 


Hospitalization of Narcotic Addicts 


Senator Ives (R., N. Y.), Senator Bricker (R., Ohio), ang 
Senator Jackson (D., Wash.) proposed in S. 3109 to amend the 
Public Health Service Act by authorizing a state court to com. 
mit to the care of the United States Health Service, on consent 
of the Surgeon General, any narcotic addict. Any person s9 
admitted could be discharged only when the Surgeon General 
had determined he was cured or further care was not indicated. 
The Surgeon General would be given the necessary authority 
for confinement, care, protection, treatment, and discipline of 
persons admitted in accordance with provisions of the bill. At 
present, the Public Health Service has no authority to retain 
addicts committed by state courts. This bill was referred to the 
Labor and Public Welfare Committee. 


Social Security Extension 


Congressman Baker (R., Tenn.) in H. R. 8288 would extend 
social security coverage, Jan. 1, 1955, to an additional 10 mil- 
lion persons—6,500,000 on a compulsory basis, including self- 
employed physicians. This measure is identical with the admin- 
istration’s bill, H. R. 7199, previously reported. It was referred 
to the Ways and Means Committee. 


Alaska Mental Health Act 


Congressman Saylor (R., Pa.) in H. R. 8009 proposes “to 
establish an integrated modern program for the commitment and 
care” of the mentally ill of Alaska. The federal government 
would continue to bear essential responsibilities until Alaska 
itself would assume the total cost of the care of mentally ill 
persons in the territory. The proposal, which is identical with 
S. 3037 introduced by Senator Butler (R., Neb.) and previously 
reported, has been referred to the Committee on Interior and 
Insular Affairs. 


STATE MEDICAL LEGISLATION 


Kentucky 


Bill Enacted.—H. 240, was approved March 15, 1954. It amends the 
law relating to narcotic drugs by defining the term “narcotic drugs” as 
inciuding any drug having an addiction-forming or addiction-sustaining 
liability similar to morphine or cocaine that is designated by proclama- 
tion of the President of the United States and by regulation of the State 
Board of Health as a narcotic drug. 


Mississippi 
Bill Introduced.—H. 876, proposes an appropriation for the payment of 


expenses of educating and treating children afflicted with cerebral palsy, 
commonly known as spastic paralysis. 


New Jersey 


Bills Intreduced.—A. 224, proposes to amend the existing law relating 
to the practice of ophthalmic dispensing by removing from such act the 
provisions relating to the registering of ophthalmic technicians. A, 265, 
to amend the law relating to medical examination of pupils of free public 
schools, proposes that the medical inspector or nurse shall exempt a pupil 
from such examination if the parent or guardian of said pupil objects 
thereto in a signed statement on the ground that the proposed exami- 
nation interfers with the free exercise of his religious principles. Nothing 
in the proposal, hower, would exempt a pupil from the examination if 
he has been exposed to a communicable disease or if his presence in the 
school room is certified by the medical inspector or nurse as detrimental 
to the health or cleanliness of the other pupils. 


Rhode Island 


Bills Introduced.—H. 911, proposes regulations for the creation of local 
public health districts for the purpose of improving, strengthening, and 
financing the local public health services of the state. S. 335, to amend 
the law relating to narcotic drugs, proposes that the term “narcotic drug” 
shall include drugs found by the director of health, after reasonable 
notice and opportunity for hearing, to have an addiction-forming of 
addiction-sustaining liability similar to morphine or cocaine. 


Virginia 
Bill Enacted.—H. 56, has become Ch. 237 of the Laws 1954. It is a 
licensing law for opticians. 
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ALABAMA 
State Medical Meeting in Mobile.—The annual session of the 
Medical Association of the State of Alabama will convene at 
the Admiral Semmes Hotel, Mobile, April 15-17 under the 
presidency of Dr. James O. Morgan, Gadsden. Addresses of 
welcome will be delivered by the Hon. Henry R. Luscher, mayor- 
president, city of Mobile, and Dr. M. Vaun Adams, president, 
Mobile County Medical Society. Thursday afternoon Dr. Champ 
Lyons, Birmingham, will serve as moderator for a panel on 
thromboembolic disease, and Friday afternoon Dr. James O. 
Finney, Gadsden, will moderate a panel on arthritis. Presenta- 
tions by out-of-state speakers include: 
Pediatric Care by the General Practitioner, Waldo E. Nelson, Phila- 
Jelnhiz 
Pe scsesn Uterine Bleeding, Willard M. Allen, St. Louis. 
The Doctor as an Individual, Mr. M. L. Meadors, Florence, S. C. 
Care of the Premature Baby During Labor and Delivery, J. Robert 
Willson, Philadelphia. 
Operations for Coronary Disease (Jerome Cochran Lecture), Claude S. 


Beck, Cleveland. 
Radiation Therapy as Relates to General Practice, David S. Carroll, 


Memphis, Tenn. 
Cryptorchism, Lloyd G. Lewis, Washington, D. S 
The Mobile County Medical Society will serve as host to the 
association meeting, at which certificates of distinction will be 
awarded to 29 new members of the Fifty Year Club. 


GEORGIA 

Bequest to Hospital—The building fund’s memorial gifts com- 
mittee of the Piedmont Hospital, Atlanta, has received a gift of 
$30,000 from the estate of the late Dr. and Mrs. William F. 
Shallenberger. Two of the hospital’s delivery rooms will be 
dedicated to their memory. 


Dr. Claude Beck to Lecture.—The Beta Iota chapter of the Phi 
Delta Epsilon fraternity at the Medical College of Georgia, 
Augusta, will sponsor the fourth annual lectureship on April 12, 
when Dr. Claude S. Beck, Cleveland, will discuss “Operations 
for Coronary Artery Disease.” On April 15 Dr. Beck will be 
guest speaker for the eighth annual lectureship of Beta Nu 
chapter, Phi Delta Epsilon fraternity, at Emory University 
School of Medicine in Emory University. 


ILLINOIS 

Joint Psychiatric-Neurological Meeting.—A joint meeting of 
the Illinois Psychiatric Society and the Chicago Neurological 
Society will be held at International Relations Center, 13th 
floor, 116 S. Michigan Ave., Chicago, April 13, 8 p. m. “Physio- 
logic Aspects of Psychiatric Disorders” will be presented by Dr. 
Nolan D. C. Lewis, director of research in neurology and 
psychiatry, Neuropsychiatric Institute, Skillman, N. J., and 
“Neurologic Aspects of Psychic Functions” by Dr. Johannes M. 
Nielsen, Los Angeles. Telephone messages may be sent to 
ANdover 3-8456. 


Chest Physicians Meet in Chicago.—The Illinois chapter of the 
American College of Chest Physicians will meet at the Hotel 
St. Clair, Chicago, at 8 p. m., April 16. “The Use of a Record- 
ing Oximeter in the Management of Postoperative Oxygen 
Therapy” will be presented by Dr. Miguel Castellanos, Richard 
Thompson, A.B., Dr. William E. Adams, and Mr. Willard 
Weber, University of Chicago School of Medicine, and “The 
Treatment of Chronic Pulmonary Diseases with Intermittent 
Positive Pressure Breathing Methods” by Dr. R. Drew Miller, 
Mayo Foundation, Rochester, Minn. 





Ph ysicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


MEDICAL NEWS 





Chicago 

Forum on Health Insurance.—The Chicago Medical Society 
and the Health and Accident Underwriters Conference will 
sponsor a forum on health insurance April 14, 8 p. m., in the 
John B. Murphy Memorial Auditorium of the American College 
of Surgeons, 50 E. Erie St. Dr. John E. Boland, medical director, 
North American Accident Insurance Company, will speak on 
the interrelationship between medicine and health insurance, 
and Dr. Percy E. Hopkins, chairman, Illinois State Medical 
Society prepayment medical care plan committee, will discuss 
“Insurance Contracts, Patient, and the Doctor.” 


INDIANA 

Course on Psychiatry.—The Indiana State Medical Association 
offers the course “Everyday Psychiatry” to 30 physicians. The 
sessions will be held on four consecutive Wednesdays during 
April at 1:30-5:30 p. m. in the Norways Foundation Hospital, 
Indianapolis. At the first session, April 7, Dr. John H. Greist, 
chief-of-staff, discussed the patient-physician relationship as 
facilitating psychiatric diagnosis and therapy. The April 14 
meeting will be devoted to psychopathology, April 21 to psycho- 
somatic problems, and April 28 to presentation of psychothera- 
peutic techniques applicable to general practice. The registration 
fee is $30 for the entire course. Checks should be sent to the 
Psychiatric Seminar, Indiana State Medical Association, 1021 
Hume Mansur Bldg., Indianapolis 4. 


KENTUCKY 

Dr. Martin to Address County Society Officers.—Dr. Walter B. 
Martin, Norfolk, Va., President-Elect of the American Medical 
Association, will be the luncheon speaker at the annual County 
Society Officers Conference at the Phoenix Hotel, Lexington, 
April 15. Other speakers include Drs. Frank E. Wilson, Director, 
A. M. A. Washington Office, Louis M. Orr, Orlando, Fla., 
Percy E. Hopkins, Chicago, Arthur J. Roser, Fort Wayne, Ind., 
and Richard S. Graves, Dayton, Ohio. 


MAINE 

Orthopedic and Pediatric Clinics.—Orthopedic clinics have been 
scheduled April 12, 9-11 a. m., at the Marine General Hospital, 
Portland, and pediatric clinics, April 23, 1:30 p. m., at the 
Eastern Maine General Hospital, Bangor. 


MARYLAND 


Course on Industrial Medicine and Traumatic Surgery.—The 
Postgraduate Institute of Doctors Hospital, Baltimore, will give 
a course on industrial medicine and traumatic surgery for the 
general practitioner April 13-May 25. The opening meeting, 
April 13, 9:15 p. m., will consist of a panel on procedure in 
evaluating occupational disability, on which Dr. James Frenkil, 
chairman, Occupational Disease Board of the State Industrial 
Accident Commission, will speak for the medical board of in- 
dustrial diseases, and Dr. Ross Z. Pierpont, associate in surgical 
anatomy and assistant in surgery, University of Maryland Medi- 
cal School, will represent the consulting surgeon. Presentations 
will also be made for the legal profession and State Industrial 
Accident Commission. 


MASSACHUSETTS 

Exhibit of “Medicine on Stamps.”—Medical arts of ancient 
Greece, the medical application of radium, and early medical 
pioneers are depicted in the “Medicine on Stamps” exhibition 
currently displayed by the Boston University Philatelic Litera- 
ture Collection, Mondays and Wednesdays, 5-9 p. m., and Satur- 
days, 10 a. m. to 1 p. m., in room 521, Boston University’s 
College of Business Administration, 685 Commonwealth Ave. 
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Chemotherapy of Tuberculosis—On April 14, 5 p. m., the 
Boston University chapter of Alpha Omega Alpha will sponsor 
a lecture “Experimental Basis of the Chemotherapy of Tuber- 
culosis,” by Dr. Walsh McDermott, New York, editor, The 
American Review of Tuberculosis. The address, which will be 
delivered in the auditorium of the school of medicine, 80 E. 
Concord St., is open to the medical profession. 


MICHIGAN 

Cancer Day.—The Genesee County Medical Society will ob- 
serve its annual Cancer Day April 12 at Hurley Hospital, Flint. 
Guest speakers include Drs. Howard C. Taylor and Emerson 
Day, New York, Dr. Frederick A. Coller, Ann Arbor, Mich., 
Dr. Eugene P. Pendergrass, Philadelphia, and Dr. Osborne A. 
Brines, Detroit, all of whom in addition to giving individual 
papers, will participate in a panel discussion. Dr. William 
Bromme, Detroit, chairman of the council, Michigan State 
Medical Society, will preside at the morning session and Dr. 
Harry M. Nelson, Detroit, past president of the American Can- 
cer Society, at the afternoon session. Dr. Leonard A. Scheele, 
Surgeon General of the U. S. Public Health Service, Washing- 
ton, D. C., will speak after the banquet at the Durant Hotel. 


NEW YORK 

Lecture on Operative Gynecology.—On April 15, 8:30 p. m., 
Dr. F. Bayard Carter, professor of gynecology and obstetrics, 
Duke University School of Medicine, Durham, N. C., will pre- 
sent “Recent Advances in Operative Gynecology” at the Jewish 
Sanitarium and Hospital for Chronic Diseases, 86 E. 49th St., 
Brooklyn. 


Meeting on Malignant Thyroid Disease.—On April 14, 9 p. m., 
the Staff Society of Adelphi Hospital, 50 Greene Ave., Brook- 
lyn, will hear a discussion of “The Use of Radioactive Iodine 
(I'3!) in Diagnosis and Treatment of Benign and Malignant 
Thyroid Disease” by Drs. Marshall H. Brucer and Gould A. 
Andrews, chairman and chief clinician, respectively, of the 
medical division, Oak Ridge (Tenn.) Institute of Nuclear 
Studies. 


Symposium on Antibiotics—The Oneida County chapter, 
American Academy of General Practice, will present this sym- 
posium at the meeting of the Utica Academy of Medicine in 
the Hotel Utica April 15. “General Review of Newer Anti- 
biotics and Their Application” will be given by Dr. Harold B. 
Houser, instructor in medicine, State University of New York 
College of Medicine at Syracuse; “Synergic Action of Anti- 
biotics” by Dr. Frederick Fink, New York; and “Antibiotics 
from a Dermatologic Viewpoint” by Dr. Joseph J. Hallett, 
senior dermatologist and syphilologist, Highland Hospital, 
Rochester. 


Meeting on Cardiac Surgery.—The New York Society for Cir- 
culatory Diseases will meet at the New York Academy of 
Medicine building April 13 at 8:30 p. m. for the symposium 
“Surgery of Acquired Heart Disease.” Dr. O. Henry Janton Jr., 
director, Cardiovascular Laboratory, Presbyterian Hospital, and 
associate professor of medicine, Hahnemann Medical College 
and Hospital of Philadelphia, will present “Pertinent Prognostic 
Factors in the Selection of Patients with Acquired Heart Disease 
for Surgery.” Dr. Robert P. Glover, chief, thoracic surgery, 
Presbyterian and Episcopal hospitals, and clinical professor of 
thoracic surgery, Hahnemann Medical College and Hospital of 
Philadelphia, will discuss “Present Status of Surgery for Ac- 
quired Heart Disease.” Dr. Simon Dack will preside. 


Cancer Teaching Day.—This meeting will be sponsored jointly 
by the Cayuga County Medical Society and the Cayuga County 
Tumor Board, April 15, at the Auburn Memorial Hospital in 
Auburn. The program will be presented at 2 p. m. by physicians 
from Memorial Center for Cancer and Allied Diseases, New 
York. Dr. Guy F. Robbins will discuss “Cancer of the Breast”; 
Dr. John A, Finkbeiner, “Significance of Enlarged Lymph 
Nodes”; and Dr. George T. Pack, “Cancer of the Stomach.” At 
dinner, 6:30 p. m., Springside Inn, West Lake Road, Dr. Alexan- 
der Brunschwig, professor of clinical surgery, Cornell Univer- 
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sity Medical College, New York City, will give the Paper 
“Surgery of Hepatic Neoplasms, Primary and Secondary» 
Reservations may be made with Dr. Henry J. ‘Romano, [3 
Genesee St., Auburn; telephone 3-9267. Dinner tickets ae 
$3.50. All physicians are invited to attend the afternoon ang 
evening sessions. Nursing and public health personnel are jp. 
vited to the afternoon session. 







New York City 

Dr. Denny-Brown to Lecture.—The 16th annual Walter Niles 
memorial lecture will be given by Dr. Derek E. Denny-Brown, 
James Jackson Putnam professor of neurology, Harvard Medical 
School, Boston, in the Cornell University Medical College auqj. 
torium at 1300 York Ave., April 16, 8:15 p. m. Dr. Denny. 
Brown’s lecture “Visuomotor Mechanisms in the Cerebral 
Cortex” will be sponsored by Tau chapter of Nu Sigma Ny 
fraternity. All members of the medical profession are cordially 
invited. 


Conference on Rehabilitation.—The department of physical 
medicine and rehabilitation of New York Medical College, 
Flower and Fifth Avenue Hospitals, will hold an all-day con. 
ference, entitled “The Role of Exercise in Medical Practice,” 
April 16, in the auditorium of the medical college. A compre- 
hensive survey of physiology correlated to the practical applica- 
tion of exercise, ambulation, and rehabilitation in disease wil] 
be presented. Outstanding authorities in the field have been 
invited to participate. 


NORTH CAROLINA 

Hospitals Built with Hill-Burton Aid.—The North Carolina 
Legislature, in 1945, created the Medical Care Commission, 
which is the state agency that administers the Hill-Burton hos- 
pital construction program. The commission is composed of 20 
members, of whom 8 are physicians, and 3 of these were nomi- 
nated by the state medical society. The commission has various 
other activities, among which was a survey on the need of a 
university four-year medical school, the administration of state 
aid toward financing the hospital care of indigents, and the 
hospital licensing program. Surveys were begun July 1, 1945, 
to ascertain the need of medical and hospital facilities in North 
Carolina; however, funds for hospital construction and most 
other activities, from state and federal governments, did not 
become available until July 1, 1947. The expenditures for the 
administration of this program have averaged less than 1% of 
the encumbered funds. 

The commission, since July 1, 1947, has sponsored 169 con- 
struction projects, of which 78 were local general hospitals (44 
new hospitals and 34 additions to existing hospitals), 36 nurses’ 
residences to serve hospitals, and 47 health centers to provide 
for county health departments. The 78 hospitals will provide 
4,647 new beds for patients, and the 36 nurses’ residences will 
provide 1,939 new beds for nurses. Eight of the 169 projects are 
state-owned hospital facilities that provide 627 new beds for 
patients. In all, 5,274 new beds for patients have been provided 
or contracted. 

The legislatures appropriated funds necessary to cover the 
cost of state-owned hospital construction, including the 400-bed 
teaching hospital on the university campus. However, the com- 
mission, in 1951, supplied $500,000 toward the cost of the 
100-bed tuberculosis hospital at the university. Other new build- 
ings composing the university’s medical center were financed 
with state funds. The center includes the medical school, the 
school of dentistry, the school of pharmacy, the school of nurs- 
ing, school of public health, the psychiatric hospital wing of 75 
beds, and the 100-bed tuberculosis hospital mentioned above. 
Other state-owned and state-financed hospitals have provided 
facilities for the care of mental, tuberculous, crippled, spastic, 
and other patients. 

The commission’s construction program during the seven 
years to June 30, 1954, has required the encumbrance of 
$73,967,291, of which $15,040,950.18 was supplied by the state; 
$26,850,273.66 by the U. S. Government; and $32,076,067.16 
by the local authorities. 

Of the 44 new local general hospital projects aided by the 
commission, 28 have 50 beds or more. These 28 hospitals have 
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In the map the solid dot indicates the county health \ 


centers (Hill-Burton) built and occupied 1950-1953. 

Reading from top and left to right are Pitt County 
Memorial Hospital, Greenville; High Point Memorial 
Hospital, High Point; Nurses’ Home, Presbyterian Hos- 
pital, Charlotte; Iredell Memorial Hospital, Statesville; 
Moore County Health Center, Carthage; Bertie County 
Memorial Hospital, Windsor; Alleghany County Me- 
morial Hospital, Sparta; Nurses’ Home, Johnston Me- 
morial Hospital, Smithfield; and Rutherford County 
Health Center, Rutherfordton. 
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one or more rooms equipped for the isolation of patients having 
infectious diseases, and of these, 18 have been further designed 
to permit the temporary care of psychiatric patients. 

Fifteen counties still have no hospital facilities. The total 
population of the 15 counties is less than 5% of the state’s 
population. These counties need hospital facilities, but most of 
them could not finance the operating cost of hospitals. In some 
cases, they might obtain hospital services by uniting with neigh- 
boring counties. Several large and populous counties still have 
inadequate hospital facilities. The existing facilities in a few 
communities are obsolete and should be replaced. Moreover, in 
a few counties the hospitals are privately owned and they are 
not eligible for commission aid toward replacement or additions. 
A large number of small but densely populated communities 
are unable independently to support hospitals. The new hospitals 
have been located usually at the county seat or the principal 
trading center. The construction of auxiliary clinics for out- 
patients, because of limited funds, has not yet been included as 
a part of the commission’s construction program. 

The Hill-Burton program includes aid toward the construc- 
tion and equipment of chronic disease hospitals, and the plans 
contemplate up to two patient beds per 1,000 population for 
chronic diseases. This would mean a large number of new 
chronic disease hospitals for North Carolina, having in excess 
of 8,000 beds. No valid applications for commission aid toward 
financing and building such projects have been received. At pres- 
ent, some chronic disease patients are cared for in local general 
hospitals designed to care for acute sickness, and the cost is high. 
Although progress has been made in North Carolina in meeting 
the need for hospital facilities, a large part of the need has not 
been met, and there will continue for many years a large need 
for more and better hospital facilities. 


OHIO 


Academy Series.—In its annual series of monthly lectures the 
Fort Steuben Academy of Medicine, meeting in the Fort Steuben 
Hotel, Steubenville, April 13, will hear “Increasing Responsi- 
bilities of Anesthesiology” by Dr. Ralph M. Tovell, Hartford, 
Conn. Physicians, interns, and graduate nurses are invited. In- 
formation may be obtained from Dr. Edward B. Weinman, 
secretary-treasurer, National Exchange Bank Building, Steuben- 
ville. 


State Medical Meeting at Columbus.—The annual meeting of 
the Ohio State Medical Association will be held at the Neil 
House and Deshler-Hilton Hotel, Columbus, April 12-15 under 
the presidency of Dr. Paul A. Davis, Akron. Monday, which 
has been designated special society day, will be marked by 
meetings of the Ohio State Surgical Association, the Ohio 
Psychiatric Association, the Ohio Academy of General Practice, 
Ohio chapter, American Academy of Pediatrics, and the Ohio 
section, American Academy of Obstetrics and Gynecology. 
Tuesday morning a symposium on perinatal mortality will be 
presented at a joint session of the section on obstetrics and 
gynecology and the section on pediatrics. The section on urology 
will hold a panel discussion of case presentations following 
“Surgical Treatment of Renal Cysts” by Dr. George C. Prather, 
Brookline, Mass., 9:30 a. m. The section on surgery will have 
a panel discussion on diseases -and injuries of the peripheral 
arteries after presentation by Dr. Harris B. Shumacker Jr., 
Indianapolis, of “Surgical Considerations in the Treatment of 
Injuries and Diseases of Peripheral Arteries.” Dr. Shumacker 
will open the general session Tuesday, 2 p. m., with a paper on 
the management of venous thrombosis. The Tuesday afternoon 
program will consist of presentation of “Recent Trends in the 
Management of Toxemia of Pregnancy” by Dr. Allan C. 
Barnes, Cleveland, and “Common Problems in the Newborn 
Infant” by Dr. Stewart H. Clifford, Brookline, Mass. The second 
general session, Wednesday afternoon, will feature the following 
presentations: 


The Headache Problem, Henry L. Williams, Rochester, Minn. 

Retinal Changes of Hypertension and Arteriolarsclerosis, Harold G. 
Scheie, Philadelphia. 

Prescribing Adequate Nutrition, Elmer L. Sevringhaus, Nutley, N. J. 

Urological Problems During Pregnancy, George C. Prather, Brookline, 
Mass. 
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The concluding general session, Thursday morning, wil! presep, 
the following: 

Physical Medicine and Rehabilitation for Chronic Illness, Fran, H 

Krusen, Rochester, Minn. . 
Radiological Problems in Trauma of Head and Neck, Joseph C Bell 
Louisville, Ky. 

Anesthesia Problems in the Geriatric Patient, Urban H. Eversole, Boston. 

Newer Concepts of Coronary Circulation, William Likoff, Philadelphia 
Dr. Edward J. McCormick, Toledo, President, American Megj. 
cal Association, will be the speaker at the banquet Wednesday. 
7:30 p. m. in the main ballroom of Neil House, where the gen- 
eral sessions will be held. 

There will be a Conference of Officers and Committee Chair. 
men of County Medical Societies Tuesday afternoon at the 
LCeshler-Hilton Hotel, where the panels “Why a Communit, 
Health Council?” and “Grievance Committees—How The, 
Work” will be presented. After a reception and buffet supper 
Dr. Franklin L. Shively Jr., Dayton, will serve as moderator for 
a panel “Making PR Click.” At the joint dinner meeting of the 
Central Ohio Radiological Society and the section on radiol- 
ogy, Tuesday, 7 p. m., at Neil House, Dr. Isadore Meschan, 
Little Rock, Ark., will present “Micro-Radiology—A Special 
Problem in Radiology.” 


PENNSYLVANIA 

Joint Meeting on Tuberculosis—The Pennsylvania Conference 
of Tuberculosis Workers, the Pennsylvania Tuberculosis and 
Health Society, and the Pennsylvania Trudeau Society wil! hold 
their annual meeting at the Penn-Harris Hotel, Harrisburg, 
April 13-14. The tuberculosis and health society and the Trudeau 
society will present the panel “Right Heart Strain” at 10:30 
a. m. Wednesday, with Dr. Joseph B. Cady, Sayre, as moderator, 
The three organizations will have a joint luncheon at 12:15 
p. m. Wednesday. After an analysis by Drs. J. Antrim Crellin, 
J. Stauffer Lehman, and Michael P. Brignola, Philadelphia, of 
200 cases in “The Internist Looks at the Lung Cancer Problem,” 
Dr. Sol R. Rosenthal, assistant professor of bacteriology, Uni- 
versity of Illinois College of Medicine, Chicago, will give 
“Critical Evaluation of BCG Vaccination.” The session will end 
with a panel “Chest Therapy Conference,” for which Dr. Peter 
A. Theodos, Philadelphia, will serve as moderator. 





UTAH 

Postgraduate Course on Chest Disease.—On April 14-16 at the 
Salt Lake General Hospital, Salt Lake City, the University of 
Utah College of Medicine, will present a three day course on 
pulmonary disease, for which the co-chairmen are Dr. Elmer M. 
Kilpatrick, assistant clinical professor of medicine, and Dr. 
John H. McClement, assistant professor of medicine. Visiting 
faculty includes Dr. James J. Waring, professor emeritus of 


‘medicine, University of Colorado School of Medicine, Denver, 


and Dr. David T. Smith, professor of bacteriology and associate 
professor of medicine, Duke University School of Medicine, 
Durham, N. C. For additional information regarding registra- 
tion, contact the Office of the Division of Graduate and Post- 
graduate Medical Education, 175 E. 21st South, Salt Lake City. 


WISCONSIN 

Society News.—At its recent annual meeting the Wisconsin 
Society of Pathologists elected the following officers: Dr. Ed- 
ward A. Birge, Milwaukee, president; Dr. Maxwell B. Llewel- 
lyn, Janesville, vice-president; Dr. Robert S. Haukohl, Milwau- 
kee, secretary-treasurer. 


Orthopedic Field Clinics.—The Bureau for Handicapped Chil- 
dren, state department of public instruction, is conducting ortho- 
pedic field clinics for persons under 21 years of age who come 
within the state’s definition of a crippled child. It is preferred 
that referral be made by the family physician; but when this is 
not feasible, arrangements may be made by writing to the bureau. 
Inquiries concerning the following clinics may be addressed to 
the Bureau for Handicapped Children, 146 North, State Capitol, 
Madison 2: Sheboygan, April 13, 14; Superior, April 28, 29; 
Appleton, May 6, 7; Fond du Lac, May 12, 13; Chippewa Falls, 
May 20, 21; Rhinelander, June 2, 3; Lancaster, June 10; and 
Darlington, June 11. 
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HAWATI . 
Chest Physicians—The American College of Chest Physicians 
announces the formation of an Hawaiian chapter in Honolulu, 
Dec. 21, 1953. The officers are Drs. Hastings H. Walker, Hono- 
lulu, president, William F. Leslie, Hilo, vice-president, and 
Frederick L. Giles, Honolulu, secretary-treasurer. Drs. Walker 
and Leslie serve the college as Hawaiian regent and governor, 


respectively. 





GENERAL 

Cancer Control Month.—In observation of Cancer Control 
Month, so designated by Presidential proclamation, the Ameri- 
can Cancer Society conducts its annual educational and fund 
raising campaign during April. The society reports that lung 
cancer among men has increasd from 2,250 cases in 1933 to 
18.400 cases in 1953. Mass x-ray tests have revealed that one 
out of 2,000 persons has lung cancer without apparent symp- 
toms. A study by the American Cancer Society and the U. S. 
Public Health Service estimates that cancer hospitalization is 
costing about 175 million dollars a year, the figure being based 
on a cancer prevalence of 700,000 persons, 40% of whom are 
hospitalized for an average of 25 days per year at an average 
cost of $25 a day. 





Art Exhibit at A. M. A. Convention.—The American Physicians 
Art Association offers over 200 trophies for the best art piece 
in 18 different mediums at the art exhibit to be held in con- 
junction with the A.M.A. convention in the San Francisco 
Auditorium, June 21-25. The headquarters of the association 
will be booth D-43 in the auditorium. The art show will be 
staged at the San Francisco store City of Paris. Thirty prizes 
will be awarded to the persons who vote for the most popular 
art pieces in the show, and five perpetual gold trophies will be 
given the physicians whose art pieces win the popularity votes. 
Winners of the prizes will be announced at a cocktail party at 
the Rotunda Galleries of the City of Paris, Thursday, 5:30-7 
p. m. It is anticipated that about 500 exhibits will be submitted. 
For information, write to Dr. Francis H. Redewill, Suite 1058, 
Phelan Building, San Francisco. 





Kimble Methodology Research Award.—Nominations for the 
third Kimble Methodology Research Award are now being 
accepted and should reach the committee before May 15. The 
award ($500 and a suitably inscribed plaque) is administered by 
committees of the Conference of State and Provincial Public 
Health Laboratory Directors through the generosity of the 
Kimble Glassware Division of Owens-Illinois Company. To be 
eligible for consideration for nomination in 1954, the work 
should have been completed since Jan. 1, 1949; candidates 
should be from the United States, its territories, or Canada; 
and the work should be either (a) a fundamental contribution 
that serves as a base line for development of diagnostic 
methods that fall within the province of the public health 
laboratory or (b) the adaptation of a fundamental contribution 
to make it of use in a diagnostic laboratory. A reprint or 
summary with bibliography and a statement of the considera- 
tions that justified recommendation of the study should accom- 
pany nomination, which should be sent to Alfred S. Lazarus, 
Ph.D., Chairman, Nominating Committee, Kimble Award, 
School of Medicine, University of Washington, Seattle 5. The 
award will be presented in October. 


Meeting on Physical Medicine and Rehabilitation.—A session 
of the Eastern Section of the American Congress of Physical 
Medicine and Rehabilitation will be held in conjunction with 
the New England Society of Physical Medicine, the section on 
physical medicine of the Medical Society of the County of 
Kings, the New Jersey Society of Physical Medicine, the New 
York Society of Physical Medicine, and the Pennsylvania Acad- 
emy of Physical Medicine and Rehabilitation, April 10, in 
Newark, N. J. The morning session at the Veterans Administra- 
tion Hospital, Tremont Avenue and South Centre Street, East 
Orange, N. J. will comprise presentations of (1) rehabilitation 
cases, with demonstration of techniques and (2) peripheral 
vascular disease cases. After lunch, a symposium on disabilities 
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of the hip joint will be presented at the Academy of Medicine 
of New Jersey, 91 Lincoln Park, Newark, N. J., by Drs. Henry 
Milch, New York, John J. Flanagan, Newark, Arthur L. Wat- 
kins, Boston, and Allen S. Russek, New York. At the evening 
session, “Organization and Operation of the New Veterans Ad- 
ministration Research Hospital in Chicago” will be presented by 
Dr. Louis B. Newman, of that hospital. A new film on rehabili- 
tation of the blind, “The Long Cane,” will be presented by Dr. 
Alvin B. C. Knudson, Veterans Administration, Washington, 
D. C. Professional personnel and their guests are welcome. The 
32nd annual session of the organization will be held at the Hotel 
Statler, Washington, D. C., Sept. 6-11. 





American Dermatological Association.—The American Der- 
matological Association will hold its annual meeting at the 
Greenbrier, White Sulphur Springs, W. Va., April 14-17. At 
10:30 a.m. Wednesday Dr. Albert M. Kligman, Philadelphia, 
A.D.A. essay medalist for 1954, will present “The Pathogenesis 
of Tinea Capitis Due to Microsporon Audouini and Micro- 
sporon Canis: II. Histopathologic Findings,” after which Dr. 
Franklin H. Grauer, Washington, D. C., will discuss “Der- 
matological Experiences in the Korean Campaign (1950- 
1953).” The presidents’ party will be given at 6 p. m. with 
the compliments of Dr. and Mrs. Louis A. Brunsting and Dr. 
and Mrs. George C. Andrews. The Friday morning session 
will close with “Skin Planing for Acne Scars. A Collaborative 
Evaluation of Several Hundred Patients” by Dr. Charles R. 
Rein, New York, (Dr. Saul J. Blau, New York, collaborator). 
The afternoon will be devoted to recreation, including the 
association golf tournament for men and women. 

The association announces that the fifth annual essay con- 
test is now open. Manuscripts, typed in English with double 
spacing and in triplicate, are to be submitted not later than 
Nov. 15 to Dr. J. Lamar Callaway, Secretary, American 
Dermatological Association, Duke Hospital, Durham, N. C. 
Results of the competition will be announced before Jan. 1, 
1955. Cash prizes of $500, $300, and $200 are awarded for 
first, second, and third place, respectively, and the candidate 
winning first prize may be invited to present his paper before 
the annual meeting of the association with expenses paid in 
addition to the prize. 


Experimental Biologists Meet in Atlantic City.—The Federa- 
tion of American Societies for Experimental Biology will meet 
in Atlantic City, N. J., April 12-16. The joint session of the 
six constituent organizations will be held in Convention Hall, 
April 13, 8:30 p.m. under the chairmanship of Dr. K. K. 
Chen. The following program will be presented: 

Present Concepts of Thyroid Physiology as Revealed with Modern Tools 

of Study, Rulon W. Rawson, New York. 
Adaptation to Narcotics, Maurice H. Seevers, Ann Arbor, Mich. 
Concepts and Problems of Immunization in Poliomyelitis, David Bodian, 
Baltimore. 

The following motion pictures will be shown Monday at 8:30 
p.m.: Effect of Serpasil (Reserpine) on Monkeys; Chronic 
Intoxication of Dogs with Sodium Barbital; Study of Contrac- 
tions of Skeletal Muscle Myofibrils by Phase Microscopy; 
Experimental Chronic Alcoholic Intoxication; Motor Effects 
of Electrical Stimulation in Basal Areas of Cerebellum of the 
Unanesthetized Cat; Morphologic Changes Associated with 
the Death of Normal and Malignant Cells. The American, 
Physiological Society will present the panel discussion “Present 
Status of Starling’s Law of the Heart” Tuesday, 9 a. m.; a 
special session on the teaching of physiology and a program 
on aviation physiology Wednesday, 1:15 p. m.; and the sym- 
posium “Physiological Adaptation to Environment” Thursday, 
1:15 p. m. The American Society of Biological Chemists will 
include in its 518 papers the following symposiums: “Chemistry 
of Prothrombin and Fibrinogen” Wednesday, 9 a. m.; “Meta- 
bolic Role of Lipoic Acid (Thioctic Acid), Wednesday, 1:15 
p. m.; and “Frontiers in Biochemistry,” which will be given 
at the Hotel Ambassador Thursday, 8 p. m. A panel discussion 
“Experimental Pathology: Opportunities, Recruitment and 
Training” will be a feature of the meeting of the American 
Society for Experimental Pathology, which has scheduled 91 
presentations. The program of the American Institute of 
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Nutrition includes a symposium on basic and applied studies 
of the newer B-complex factors Tuesday, 1:15 p. m., and the 
symposium “What Can We Do About Food Faddism” Wed- 
nesday, 1:15 p. m. The Wednesday evening program of the 
American Association of Immunologists will be a joint session 
with the Biometric Society at the Hotel Dennis, during which 
a symposium on biometric methods in immunology will be 
presented. The American Society of Pharmacology and Experi- 
mental Therapeutics will present papers, which will include 
discussions on cardiac drugs, anti-inflammatory drugs, potent 
analgesics, autonomic agents, barbiturates, anesthetics, etc. 






LATIN AMERICA 


Society News.—The second Congress of the Sociedad de 
Internos Residentes y Becarios del Institutio Nacional de 
Cardiologia de Mexico will be held in Acapulco, Mexico, 
April 21-24, as a continuation of festivities which will take 
place April 20 in commemoration of the 10th anniversary of 
the founding of the Instituto Nacional de Cardiologia. 


International Congress of Surgeons in Brazil.—The Congress 
of the International College of Surgeons will convene. in Sao 
Paulo, Brazil, April 26-May 2 at the invitation and under the 
sponsorship of the government of Sao Paulo. In the symposium 
“The Evils of Socialized Medicine Throughout the World” Dr. 
Edward J. McCormick, Toledo, Ohio, President of the Ameri- 
can Medical Association, will discuss “The Malignancy of 
Socialized Medicine,” and Dr. David B. Allman, Atlantic City, 
N. J., member of the A. M. A. Board of Trustees, will present 
“The Delusion of Socialized Medicine.” Prof. Cesarino Jr. of 
Sac Paulo will preside at this symposium. The official saluta- 
tion initiating the congress will be presented by Prof. Dr. 
Lucas Nogueira Garcez, governor of the state of Sao Paulo. 
Prof. Dr. Rudolph Nissen, head of the department of surgery, 
University of Basel, Switzerland, will be inducted as president 
of the International College of Surgeons during the congress. 
The retiring president, Prof. Dr. Hans Finsterer of Vienna, 
will deliver the inaugural address on the first day. Among the 
principal speakers from the various countries will be 35 from 
the United States. 


FOREIGN 


Conference on Thrombosis and Embolism.—The International 
Conference on Thrombosis and Embolism will be held in 
Basle, Switzerland, July 20-24. Among the physicians who will 
present reports are John W. Gofman, Berkeley, Calif.; Irving 
S. Wright, New York; Armand J. Quick, Milwaukee; Kenneth 
M. Brinkhous, Chapel Hill, N. C.; John H. Olwin, Chicago; 
and Nelson W. Barker, Rochester, Minn. Deadline for register- 
ing of papers and scientific exhibits has been extended to 
May 31. Subscription is now open to the Proceedings of the 
conference, which will be published as a volume. Subscription 
(current price, 54 Swiss francs—$12.61) may be placed in 
any office of the American Express Company or through the 
General Secretary of the Conference, Gynecologic and Obstetric 
Clinic of Basel University, Switzerland. Information may also 
be obtained from these sources. 


CORRECTIONS 

Pennsylvania Society News.—In THE JOURNAL, Feb. 27, page 
773, announcement was made that Mr. Lawrence S. Whyte 
would become business manager of the Philadelphia County 
Medical Society. Mr. Whyte was appointed business manager of 
the society’s publication, Philadelphia Medicine. 


Psoriasis Research Association.—The address of the Psoriasis 
Research Association, mentioned in THE JouRNAL, Jan. 23, 
1954, page 349, is P. O. Box 513, San Mateo, Calif. Inquiries 
concerning the survey that the association has under way may 
be addressed to Psoriasis Research, Skin Clinic, University 
of California Hospital, San Francisco. The advisory board 
of the association includes Dr. Ralph T. Behling, San Fran- 
cisco, Dr. Carl D. Benninghoven, San Mateo, Calif., and Dr. 
Joseph M. Maloney, San Carlos, Calif. 
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MEETINGS 





AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Annual Meeting, San Francisco, June 21-25. 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Mobile, April 15-17, 
Dr. Douglas L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Shoreham Hotel, Washington, D. C., 
April 29-May 1. Dr. Alexander T. Ross, 1040 West Michigan St, 
Indianapolis 7, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Webster Hall 
Hotel, Pittsburgh, May 14-15. Dr. Jack Matthews, 1617 Cathedral of 
Learning, University of Pittsburgh, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Shawnee Inn, 
Shawnee-on-Delaware, Pa., May 26-28. Dr. John Taylor, 2 East 54th St., 
New York 22, Secretary. 

AMERICAN ASSOCIATION OF THE History OF MeEpDiciINg£, Hotel Taft, New 
Haven, Conn., May 6-8. Dr. Samuel X. Radbill, 7043 Elmwood Ave., 
Philadelphia 42, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Ambassador Hotel, Atlantic 
City, N. J., April 11-15. Dr. John Y. Sugg, 1300 York Ave., New York, 
Secretary. 

AMERICAN ASSOCIATION ON MENTAL DEFICIENCY, Marlborough-Blenheim 
Hotel, Atlantic City, N. J., May 18-22. Dr. Neil A. Dayton, P. O. 
Box 96, Willimantic, Conn., Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEOPLASTIC DISEASES, Lord 
Baltimore Hotel, and St. Agnes Hospital, Baltimore, April 29-May 1, 
Dr. Bruce H. Sisler, P. O. Box 268, Gatlinburg, Tenn., Executive 
Secretary, 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Sheraton-Mt. Royal Hotel, 
Montreal, Canada, May 3-5. Dr. Paul C. Samson, 2938 McClure St., 
Oakland 9, Calif., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hotel Statler, Boston, 
May 25-26. Dr. J. Johnson Putney, 255 South 17th St., Philadelphia 3, 
Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Conrad Hilton Hotel, Chicago, May 
27-29. Dr. Philip Reichert, 140 West 57th St., New York 19, Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, The Greenbrier, White Sulphur 
Springs, W. Va., April 13-17. Dr. J. Lamar Callaway, Duke Hospital, 
Durham, N. C., Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Haddon Hall, Atlantic 
City, N. J., May 2. Dr. Lawrence E. Hinkle Jr., 525 East 68th St., 
New York 21, Secretary. 

AMERICAN GOITER ASSOCIATION, The Somerset, Boston, April 29-May 1. 
Dr. John C. McClintock, 14914 Washington Ave., Albany 10, N. Y., 
Secretary. 

AMERICAN GYNECOLOGICAL SociETy, The Homestead, Hot Springs, Va., May 
20-22. Dr. John I. Brewer, 104 South Michigan Blvd., Chicago, 
Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hotel Statler, Boston, May 27-28. 
Dr. Harry P. Schenck, 326 South 19th St., Philadelphia 3, Secretary. 
AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Society, Hotel 
Statler, Boston, May 25-27. Dr. C. Stewart Nash, 277 Alexander St., 

Rochester 7, N. Y., Secretary. 

AMERICAN OTOLOGICAL Society, Hotel Statler, Boston, May 23-24. Dr. 
John R,. Lindsay, 150 East 59th St., Chicago 37, Secretary. 

AMERICAN PepDIATRIC Society, The Inn, Buck Hill Falls, Pa., May 3-5. Dr. 
A. C. McGuinness, 237 Medical Laboratories, University of Pennsyl- 
vania, Philadelphia 4, Secretary. 

AMERICAN PHySIOLOGICAL Society, Ambassador Hotel, Atlantic City, 
N. J., April 10-16. Dr. Milton O, Lee, 2101 Constitution Ave., Wash- 
ington 25, D. C., Executive Secretary. 

AMERICAN PrOcTOLOGIC Society, Hotel Statler, Los Angeles, June 2-5. 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y., Secretary. 

AMERICAN PSYCHIATRIC ASSOCIATION, St. Louis, May 3-7. Dr. R. Finley 
Gayle Jr., 6300 Three Chopt Road, Richmond 21, Va., Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Atlantic City, N. J., April 
12-16. Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 3. Dr. William M. M. Kirby, Univ. of Washington 
School of Medicine, Seattle 5, Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Atlantic City, N. J., 
April 12-16. Dr. Cyrus C. Erickson, 874 Union Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Washington, D. C., 
April 25-28. Dr. Casper M. Epsteen, 25 East Washington St., Chicago 2, 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Atlantic City, N. J., April 12-16. Dr. Carl C. Pfeiffer, 1853 West Polk 
St., Chicago 12, Secretary. 

AMERICAN SURGICAL ASSOCIATION, Hotel Cleveland, Cleveland, April 28-30. 
Dr. R. Kennedy Gilchrist, 59 East Madison St., Chicago 3, Secretary. 
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AMERICAN TRUDEAU Society, The Ambassador, Atlantic City, N. J., 
May 17-21. Dr. William G. Childress, 1790 Broadway, New York 19, 
Secretary. 

AMERICAN UROLOGICAL AssoOciATION, The Waldorf-Astoria, May 31-June 3. 
Dr. Charles deT. Shivers, 121 South Illinois Ave., Atlantic City, N. J., 
Secretary. 

ArizoNA MEDICAL AsSsocIATION, San Marcos Hotel, Chandler, April 25-28. 
Dr. Dermont W. Melick, 541 Security Bldg., Phoenix, Secretary. 

ArkANSAS Mepicat Society, Goldman Hotel, Fort Smith, April 19-21. 
Dr. J. J. Monfort, 215 Kelley Bldg., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Chalfonte-Haddon Hall, Atlantic 
City, N. J., May 4-5. Dr. W. Barry Wood Jr., 600 S. Kingshighway 
Bivd., St. Louis 10, Secretary. 

CALIFORNIA MEDICAL ASSOCIATION, Hotel Biltmore, Los Angeles, May 9-13. 
Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive Secretary. 

CatuoLic HOSPITAL ASSOCIATION OF THE UNITED STATES AND CANADA, 
Atlantic City, N. J., May 17-20. Rev. John J. Flanagan, 1438 South 
Grand Blvd., St. Louis 4, Director. 

Connecticut STATE Mepicat Society, Bulkeley High School, Hartford, 
April 27-29. Dr. Creighton Barker, 160 St. Ronan St., New Haven, 
Executive Secretary. 

EASTERN STATES HEALTH EDUCATION CONFERENCE, New York Academy of 
Medicine, New York, April 29-30. Dr. lago Galdston, 2 East 103d St., 
New York 19, Secretary. 

FEDERATION OF AMERICAN Societies for EXPERIMENTAL BIOLOGY, Con- 
vention Hall, Atlantic City, N. J., April 12-16. Dr. M. O. Lee, 2101 
Constitution Ave., Washington 25, D. C., Secretary. 

FLorIpDA MEDICAL ASSOCIATION, Hollywood Beach Hotel, Hollywood, April 
25-28. Dr. Samuel M. Day, P. O. Box 1018, Jacksonville, Secretary. 

GeEoRGIA, MEDICAL ASSOCIATION OF, Hotel Dempsey and Macon Audi- 
torium, Macon, May 2-5, Dr. David H. Poer, 875 West Peachtreet St. 
N.E., Atlanta, Secretary. 

Hawa MEDICAL ASSOCIATION, Maybel Smyth Bidg., Honolulu, May 13-16. 
Dr. Samuel L. Yee, 510 S. Beretania St., Honolulu 13, Secretary. 

Intinois STaTE Mepicat Society, Hotel Sherman, Chicago, May 18-21. 
Dr. Harold M. Camp, 224 South Main St., Monmouth, Secretary. 

INDUSTRIAL HEALTH CONFERENCE, Hotel Sherman, Chicago, April 24-30. 
Dr. E. C. Holmblad, 28 East Jackson Blvd., Chicago 4, Managing 
D.-rector 

INDUSIRIAL MEDICAL AssocIATION, Hotel Sherman, Chicago, April 27-30. 
Dr. Arthur K. Peterson, 28 East Jackson Blvd., Suite 1300, Chicago 4, 
Secretary. 

Iowa State Mepicat Society, Des Moines, April 25-28. Dr. Allan B. 
Phillips, 529 36th St., Des Moines 12, Secretary. 

JoHN A. ANDREW CLINICAL SociETy, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 11-16. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskagee Institute, Ala., Secretary. 

Kansas MepicaL Society, Hotel Jayhawk, Topeka, May 2-6. Dr. D. D. 
Vermillion, 315 West Fourth St., Topeka, Secretary. 

LouIsiaNA STATE MEDICAL Society, Roosevelt Hotel, New Orleans, May 
20-22. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secre- 
tary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 27-28. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore, 
Secretary. 

MASSACHUSETTS MepIcaL Society, Hotel Statler, Boston, May 18-20. Dr. 
Robert W. Buck, 22 Fenway, Boston 15, Secretary. 

Mississipp1 STATE MEDICAL ASSOCIATION, Hotel Heidelberg, Jackson, 
May 11-13. Mr. R. B. Kennedy, 507 First Federal Bldg., Jackson, 
Executive Secretary. 

NATIONAL CONFERENCE ON HEALTH IN COLLEGES, Hotel Statler, New York, 
May 5-8. Miss Charlotte V. Leach, 12th Floor, 1790 Broadway, New 
York 19, Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Ambassador, Chelsea and Ritz- 
Carlton Hotels, Atlantic City, N. J., May 17-21. Mr. Kemp D. Battle, 
1790 Broadway, New York 19, Secretary. 

NEBRASKA STATE MEDICAL ASSOCIATION, Hotel Cornhusker, Lincoln, May 
10-13. Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln 8, Secretary. 

New Jersey, Mepicat Society oF, Haddon Hall, Atlantic City, May 16-19, 
Dr. Marcus H. Greifinger, 315 West State St., Trenton 8, Secretary. 
New Mexico MepicaLt Socrety, Hotel LaFonda, Santa Fe, May 13-15. 
Mr. R. R. Marshall, 221 West Central Ave., Albuquerque, Executive 

Secretary. 

New York, MEpIcAL SOCIETY OF THE STATE OF, Hotel Statler, New York, 
May 10-14. Dr. Walter P. Anderton, 386 Fourth Avenue, New York 16, 
Secretary. 

NortH CAROLINA, MEDICAL SOCIETY OF THE STATE OF, Hotel Carolina, 
Pinehurst, May 3-5. Dr. Millard D. Hill, 203 Capital Club Bldg., 
Raleigh, Secretary. 

NortH Dakota STATE MEDICAL AssociaTION, Grand Forks, May 1-4. Mr. 
Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ou1o STATE MEDICAL AssociATION, Columbus, April 13-15. Mr. Charles S. 
Nelson, 79 East State St., Columbus 15, Executive Secretary, 

OKLAHOMA STATE MEDICAL AssociATION, Municipal Auditorium, Oklahoma 
City, May 9-12. Mr. R. H. Graham, 1227 Classen Drive, Oklahoma 
City, Executive Secretary. 

PaciFic NORTHWEST SOCIETY OF PATHOLOGISTS, Amphitheater, Dept. of 
Pathology, University of Washington School of Medicine, Seattle, April 
23-24. Dr. John L. Whitaker, 315 South K St., Tacoma 3, Wash., 
Secretary. 

Ruore IsLanp Mepicat Society, Rhode Island Medical Society Library, 
Providence, May 4-5. Dr. Thomas Perry Jr., 106 Franc:s St., Providence 
3, Secretary. 
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SocrETY OF AMERICAN BACTERIOLOGISTS, William Penn Hotel, Pittsburgh, 
May 2-7. Dr. John Hays Bailey, Sterling-Winthrop Research Institute, 
Rensselaer, N. Y., Secretary. 

Society OF NEUROLOGICAL SURGEONS, The Waldorf Astoria, New York, 
April 23-24, Dr. Edgar F. Fincher, Emory University, Ga., Secretary. 
SOCIETY FOR PEDIATRIC RESEARCH, Buck Hill Falls Inn, Buck Hill Falls, 
Pa., May 4-6. Dr, Sydney S. Gellis, 330 Brookline Ave., Boston 15, 

Secretary. 

SoutH CAROLINA MEDICAL ASSOCIATION, Ocean Forest Hotel, Myrtle 
Beach, May 11-13. Dr. Robert Wilson, 165 Rutledge Ave., Charleston, 
Secretary. 

SoutH Dakota State Mepicat Association, Marvin Hughitt Hotel, 
Huron, May 18-20. Mr. J. C. Foster, 300 First National Bank Bldg., 
Sioux Falls, Secretary. 

SOUTHWEST ALLERGY ForUM, Roosevelt Hotel, New Orleans, May 9-11. 
Dr. Stanley Cohen, S. W. Allergy Forum, 1441 Delachaise St., New 
Orleans 15, Secretary. 

STUDENT AMERICAN MEDICAL ASSOCIATION, Sherman Hotel, Chicago, May 
1-3. Mr. Russell F. Staudacher, 535 N. Dearborn St., Chicago 10, 
Executive Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Nashville, April 18-21, Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

Texas MEDICAL ASSOCIATION, Gunter Hotel, San Antonio, May 3-5. Dr. 
J. M. Travis Sr., 1801 Lamar Blvd., Austin, Secretary. 

WESTERN BRANCH, AMERICAN PuBLIC HEALTH ASSOCIATION, Olympic Hotel, 
Seattle, May 9-12. Mrs. L. Amy Darter, Division of Laboratories, State 
Dept. of Public Health, Berkeley, Calif., Secretary. 

WESTERN INDUSTRIAL MEDICAL ASSOCIATION, Hotel Biltmore, Los Angeles, 
May 8. Dr. Edward J. Zaik, 740 S. Olive St., Los Angeles 14, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

BritisH Mepicat AssociaTion, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontario, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain, 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BRONCHI, 
Geneva, Switzerland, June 5-6, 1954. Professor A. Montandon, Clinique 
Universitarie d O.R.L., Hopital Cantonal, Geneva, Switzerland, Chair- 
man. 

EUROPEAN SOCIETY OP CARDIOVASCULAR SURGERY, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30, 1954. Mr. P. Arthur Wells, Royal Sanitary Institute, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SOCIETY, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954, 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OP THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary, 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OssTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de. Watteville, Maternité Hdépital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE History OF MEDICINE, Rome and ‘ 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Opatija, Yugoslavia, May 8-13, 1954. Prof. C. Plavsic, Zeleni venac 1, 
Belgrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Narfles, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 
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INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
hoim 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Ill., U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Buenos 
Aires, Argentine, April 21-28, 1954. Direcion General de Sanidad 
Militar, Pozos 2045, Buenos Aires, Argentine. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 

13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 

zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 


INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
MN. J... U. &.: A, 


INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL CONGRESS OF THE SOCIEDAD DE MEDIcos INTERNOS, Resi- 
dentes y Becarios del Instituto Nacional de Cardiologia de Mexico, 
Acapulco, Mexico, April 21-24, 1954. For information address: Dr. Jorge 
Sober6én Acevedo, Avenida, Cuauhtemoc No. 300, Mexico, D. F., 
Mexico, 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsyCHIATRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954, 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A., 
Executive Secretary. 


INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif., U. S. A., Jume 19, 1954. Dr. 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A., 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BIOLoGy, Leiden, Netherlands, Sept. 2-9, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 


INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 

Irn1sH MEpDIcAL AssOocIATION, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Deianey, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JourNnées Mépica.es, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 


LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 


LaTIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 


MEeEpDICcAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 


PAN AMERICAN CONGRESS OF CHILD WELFARE AND PEDIATRICS, Sao Paulo, 
Brazil, July 15-21, 1954. For information address: Dr. Jairo Ramos, 
Avenida Brigaderio Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 


Pan AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 


Pan AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 
Brazil, President. 

PAN AMERICAN HOMEOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 


Pan-PaciFic SurGicAL ConGress, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 








J.A.M.A., April 10, 1954 


SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, Eno|ang 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chica; il, 
Ill., U. S. A., Secretary. 

SoUTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver. 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

Wortp CoNGREss OF CarDIOLoGy, Washington, D. C., U. S. A., Sept, 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. y. 
U. S. A., Secretary-General. 

WorLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE op 
CripPLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

Wor._p FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland 
August 17, 1954. 

WorLD MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 

Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A, 

Secretary-General. 
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EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOaRD OF ANESTHESIOLOGY: Written. Various Centers, July 16 
Final date for filing applications was Jan 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OP DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be eligible candidates 
must have completed thirty-six months of training by October 1. Final 
date for filing application is May 1. Exec. Sec., Miss Janet Newkirk, 
129 E. 52nd St., New York 22. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Los Angeles, June 15-17 
(candidates west of the Rocky Mountains and west coast). The closing 
date for acceptance of applications for Los Angeles was Feb. 1, New 
York, Sept. 22-24 (candidates on the east coast). The closing date for 
acceptance of applications was April 1. Written. Oct. 18. Final date 
for acceptance of applications will be May 1. Subspecialties. Exec. 
Sec.-Treas., Dr. William A. Werrell, One West Main St., Madison 3, 
Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or 
June. Final date for filing application was Jan. 15. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10 

AMERICAN BOARD OF NEUROLOGY AND PSYCHIATRY: Psychiatry and Neurol- 
ogy. Chicago, April 29-30. Final date for filing application was Feb. 1. 
Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., Rochester, 
Minn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. Chicago, May 
10-17. Final date for filing application is April 1. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. San 
Francisco, June 25-29; New York City, Dec. 5-9. Final date for filing 
applications was July 1, 1953. Written, 1955. Various cities, Jan. 24-25. 
Final date for filing application is July 1, 1954. Practical examinations, 
1955. Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. 
Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part I. St. Louis, Charlottes- 
ville, Va. and San Francisco, April 16-17. Final date for filing appli- 
cations for Part II is Aug. 15. Sec., Dr. Harold A. Sofield, 122 South 
Michigan Ave., Chicago 3, IIl. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Boston, May 17-21. Sec., Dr. 
Dean M. Lierle, University Hospital, Iowa City. 


AMERICAN BoarRD OF PaTHOLOGy: San Francisco, June 17-19. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago 11. 


AMERICAN BOarD OF PEDIATRICS: Oral. New York City, April 30-May 2; 
San Francisco, June 25-27; Chicago, Oct. 8-10 and New Haven, 
December. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
is March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 


AMERICAN BoarD oF PLastic SurGERy: Entire Examination. Galveston, 
April 17-19. Final date for receipt of case reports was Jan. 1. Final date 
for receipt of case reports for the fall 1954 examination is June 1, 1954. 
Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BoarD OF ProcToLoGy: Part I. Kansas City, Philadelphia and 
San Francisco, May 8. Sec., Dr. Louis A. Buie, 102-110 Second Ave. 
S.W., Rochester, Minn. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, Mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 


AMERICAN BOARD OF RADIOLOGY: Oral. Cincinnati, April 25; Washington, 
D.C., September. Final date for filing application for the September 
examination is May 1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. 
S.W., Rochester, Minn. 
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Palmer, Arthur ® New York City; born in Oswego, N. Y., Aug. 
30, 1889; Cornell University Medical College, New York, 1915; 
associate professor of clinical surgery (otolaryngology) at his 
alma mater; specialist certified by the American Board of 
Otolaryngology and the American Board of Plastic Surgery; 
member of the American Society of Plastic and Reconstructive 
Surgery, American Academy of Ophthalmology and Otolaryn- 
gology, American Laryngological, Rhinological and Otological 
Society, New York Academy of Medicine, Association of Mili- 
tary Surgeons of the United States, Harvey Society, American 
Association for the Advancement of Science, Nu Sigma Nu, and 
Lambda Chi Alpha; past president, recording secretary, and 
trustee of the Society of Plastic and Reconstructive Surgery; 
served in France during World War I; continued as a reserve 
officer after the war and held the rank of major from 1924 to 
1929; attending surgeon, New York Hospital; consultant, 
Mather Memorial Hospital in Port Jefferson, New York Re- 
construction Hospital in West Haverstraw, N. Y., and the New 
York Infirmary for Women and Children; died in the New York 
Hospital Feb. 18, aged 64, of acute myocardial infarction. 


Cash, William Louard, Princeton, Ky.; born in Caldwell County 
Nov. 28, 1880; Hospital College of Medicine, Louisville, 1907; 
for more than thirty consecutive years secretary of the Cald- 
well County Medical Society; secretary of the Four County 
Medico-Dental Society from the date of its organization in 
1941, until 1950, when he was elected president; in 1929 vice- 
president of the Southwestern Kentucky Medical Society; for 
many years mayor; served as a member of the board of edu- 
cation; in 1944 appointed director of the Caldwell County 
Health Unit and served in that capacity until his death; during 
World War II examining physician for the Caldwell County 
Selective Service Board, and in 1944 after three years of duty 
with the draft board, was presented with an embossed certificate 
for patriotic service; served in the same capacity during World 
War I; for 17 years member of the board of trustees of the 
Kentucky Methodist Orphans Home; since 1937 president of 
the Princeton Federal Savings and Loan Association; died Jan. 
23, aged 73, of coronary occlusion. 


Prangen, Avery De Hart @ Rochester, Minn.; born in Hornell, 
N. Y., June 5, 1890; University of Michigan Medical School, 
Ann Arbor, 1915; assistant, 1916-1917, and instructor in oph- 
thalmology, 1917-1918, at his alma mater; joined the Mayo 
Clinic on Feb. 15, 1918, as assistant in the section on oph- 
thalmology and became associate Aug. 1, 1919; became as- 
sistant professor of ophthalmology, Mayo Foundation, Uni- 
versity of Minnesota in 1923 and in 1933 associate professor 
of ophthalmology; member of the Minnesota Academy of Oph- 
thalmology and Otolaryngology, the American Academy of 
Ophthalmology and Otolaryngology, American Ophthalmologi- 
cal Society, Association for Research in Ophthalmology, the 
Alumni Association of the Mayo Foundation, Alpha Kappa 
Kappa, and Sigma Xi; specialist certified by the American 
Board of Ophthalmology; on the staff of the Worrall Hospital; 
died in St. Mary’s Hospital Jan. 30, aged 63, of cardiac insuf- 
ficiency. 


Romberger, Floyd Troutman, West Lafayette, Ind.; born in 
Elizabethville, Pa., Sept. 2, 1887; University of Pennsylvania 
School of Medicine, Philadelphia, 1909; specialist certified by 
the American Board of Anesthesiology; member of the Central 
Association of Obstetricians and Gynecologists and the Amer- 
ican Society of Anesthesiologists; in 1947 president of the 
Indiana State Medical Association and councilor of the Ninth 
District for many years; past president of the Tippecanoe 
County Medical Society; during World War I served for 18 
months as a captain in the Army Medical Corps; affiliated with 
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Lafayette Home Hospital and St. Elizabeth Hospital in Lafa- 
yette; at one time on the editorial board of the Journal of the 
Indiana State Medical Association; died in Methodist Hospital, 
Indianapolis, Jan. 1, aged 66, of arteriosclerotic heart disease. 


O’Connor, Alfred Smith ® Worcester, Mass.; born in Worcester 
June 28, 1892; Tufts College Medical School, Boston, 1918; 
served on the faculty of the University of Vermont College of 
Medicine in Burlington; member of the American Academy of 
Pediatrics and the New England Pediatric Society; during World 
War I served in the Army Medical Reserve; during World 
War II was a Selective Service examining physician for local 
board no. 167; consulting pediatrician, Marlboro (Mass.) Hos- 
pital and Harrington Memorial Hospital in Southbridge; 
chairman of pediatric staff, Worcester City Hospital; chief pedia- 
trician and president of the staff, Worcester Hahnemann Hos- 
pital, where he died Jan. 16, aged 61, of ruptured aortic 
aneurysm. 


Williford, Louis Estes, Houston, Texas; born in Houston Aug. 
25, 1901; Tulane University of Louisiana School of Medicine, 
New Orleans, 1927; for a year was assistant professor of zoology 
and anatomy at Tulane; fellow of the International College of 
Surgeons and the American College of Surgeons; president-elect 
of the Harris County Medical Society; served as a member of 
the board of trustees of the Houston Academy of Medicine and 
president of the Medical Alumni Association of Tulane Uni- 
versity; veteran of World War II, serving with the Army Medi- 
cal Corps overseas for 27 months and rising to the rank of 
lieutenant colonel; for 17 years chairman of the surgical staff at 
Memorial Hospital; died Jan. 31, aged 52, of coronary oc- 
clusion. 


Rubinfeld, Samuel Harold © Abingdon, Ill.; born in New York 
Aug. 4, 1905; University and Bellevue Hospital Medical College, 
New York, 1930; formerly associated with the Indian Service; 
member of the American Academy of General Practice, Associ- 
ation of Military Surgeons of the United States, International 
College of Surgeons, and the American Physicians Art Associa- 
tion; fellow of the American Geriatrics Society; a captain in the 
Medical Corps of the U. S. Army during World War II; on the 
visiting staff of Galesburg Cottage Hospital and St. Mary’s 
Hospital in Galesburg; died Feb. 4, aged 48, of coronary oc- 
clusion. 


Ralston, Robert Eugene, Rocky River, Ohio; born in Ports- 
mouth, Sept. 10, 1923; Ohio State University College of Medi- 
cine, Columbus, 1947; member of the Cleveland Academy of 
Medicine and the American Society of Anesthesiologists; in- 
terned at the Henry Ford Hospital in Detroit; formerly a fel- 
low in anesthesiology at University of Minnesota Hospitals in 
Minneapolis, and resident in anesthesiology at the Veterans 
Administration Hospital in Minneapolis; an officer in the 
U. S. N. R. aboard the hospital ship Repose for 15 months 
during Korean postilities; on the staff of the Lakewood (Ohio) 
Hospital, where he died Jan. 17, aged 30, of Hodgkin’s disease. 


Senseney, Eugene Towner ® St. Louis; born in St. Louis on 
Aug. 29, 1880; Washington University School of Medicine, St. 
Louis, 1905; professor of otolaryngology at St. Louis University 
School of Medicine; specialist certified by the American Board 
of Otolaryngology; member of the American Laryngological, 
Rhinological and Otological Society and the American Oto- 
logical Society; fellow of the American College of Surgeons; 
served during World War I; aurist, Missouri School for the 
Blind; member of the staff of St. Mary’s Group of Hospitals’ 
and Missouri Baptist, St. Luke’s, and Jewish Hospitals; died 
Feb. 10, aged 73. 


Atwood, Charles Fenner ® Arlington, Mass.; Harvard Medi- 
cal School, Boston, 1900; served as school physician; for 24 
years medical member of the board of health of Arlington; 
honorary member of the medical staff of the Symmes Arling- 
ton Hospital; died in Lexington Feb. 6, aged 79, of cerebral 
hemorrhage and pneumonia. 
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Bigelow, Gardner Jabez, Toledo, Ohio; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1896; served 
during World War I; died in Toledo Hospital Jan. 24, aged 80, 
of pulmonary carcinoma. 


Bogardus, Charles 8S. ® Clinton, IIl.; Chicago Homeopathic 
Medical College, 1897; past president of the De Witt County 
Medical Society; an Associate Fellow of the American Medical 
Association; city health officer; affiliated with the John Warner 
Hospital, where he died Feb. 2, aged 81, of cerebral hemor- 
rhage. 


Bolka, Bernard Joseph ® South Bend, Ind.; University of Illi- 
nois College of Medicine, Chicago, 1916; served on the staff 
of St. Mary’s of Nazareth Hospital in Chicago; died in Sebring, 
Fla., Feb. 21, aged 61, of coronary thrombosis and hyper- 
tension. 


Borrowes, George Henry, Philadelphia; Jefferson Medical Col- 
lege, Philadelphia, 1911; died in St. Luke’s and Children’s 
Medical Center, Dec. 13, aged 77. 


Brewer, Osias C., Robinsonville, Miss.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1910; died in 
Tunica County Hospital, Tunica, Feb. 19, aged 73. 

Brown, Alexander Hugh ® Pipestone, Minn.; Jefferson Medical 
College of Philadelphia, 1895; served as county coroner; director 
of the Pipestone National Bank; died Jan. 26, aged 88, of heart 
failure. 

Bryan, George J. ® Fayetteville, N. Y.; Syracuse University 
College of Medicine, 1898; health officer of the village of Fay- 
etteville, Onondaga County, since 1912; served as health officer 
of the town of Manlius from 1948 to 1952; affiliated with the 
Crouse-Irving Hospital in Syracuse; died Jan. 28, aged 82, of 
acute myocardial incompetence. 


Buckell, Alfred Edward Teasdale ® Oakland, Calif.; University 
of Oregon Medical School, Portland, 1906; died Jan. 23, aged 
76. 


Buckner, James Marion, Swannanoa, N. C.; University of North 
Carolina School of Medicine in Chapel Hill, 1908; died in Ashe- 
ville Dec. 25, aged 74, of coronary occlusion. 


Carpenter, George Chester © Terre Haute, Ind.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1911; served during 
World War I; for two terms deputy coroner of Viga County; 
member of the city board of health; an honorary member and a 
past chief of staff at St. Anthony’s Hospital; died in Indian- 
apolis Feb. 7, aged 69, of myocarditis. 


Clark, Bernice Rodney, Lorman, Miss.; Memphis (Tenn.) Hos- 
pital Medical College, 1907; for many years associated with 
Illinois Central Railroad; died Feb. 23, aged 70. 


Cleary, Robert Emmett, Holyoke, Mass.; Tufts College Medical 
School, Boston, 1912; for many years chairman of the board of 
health and school physician; served during World War I; on 
the staffs of the Providence and Holyoke hospitals; died Jan. 
24, aged 65, of metastatic carcinoma of both lungs and car- 
cinoma of rectum. 


Cockerill, Harry Scott, Mooreland, Okla.; John A. Creighton 
Medical College, Omaha, 1896; died Jan. 25, aged 83, of 
coronary thrombosis. 


Cody, Robert D. © Centrahoma, Okla. (licensed in Oklahoma 
under the Act of 1908); died in Coalgate Feb. 1, aged 80, of 
uremia and chronic nephritis. 


Crossett, Homer Andrew, Hillsboro, Ohio; College of Physicians 
and Surgeons, Baltimore, 1914; died in Athens (Ohio) State Hos- 
pital Dec. 27, aged 65, of coronary occlusion. 


Dadakis, Sophocies D., Harrison, N. Y.; National University 
of Athens School of Medicine, Greece, 1899; died Feb. 11, aged 
78, of myocardial infarction and arteriosclerosis. 


Deming, William Champion, Litchfield, Conn.; College of Phy- 
sicians and Surgeons, medical department of Columbia College, 
New York, 1884; served during World War I; retired from the 
U. S. Veterans Bureau June 30, 1935; died in Torrington Jan. 
16, aged 91, of uremia and nephrosclerosis. 
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Dickson, Joseph Zimmermann © Mount Lebanon, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1893; died Jan, 30, 
aged 86, of coronary occlusion. 


Dillon, William George © Salem, Mo.; St. Louis College of 
Physicians and Surgeons, 1907; died Dec. 11, aged 81, of cargj- 
noma of the gallbladder. 


du Bray, Ernest Speers, San Francisco; Johns Hopkins Uni. 
versity School of Medicine, Baltimore, 1914; specialist certifieg 
by the American Board of Internal Medicine; formerly on the 
faculty of the University of California Medical School; fellow 
of the American College of Physicians; member of the Endocrine 
Society; served overseas with the British and American armies 
during World War I; on the staff of Stanford University Hos- 
pital, where he died Jan. 23, aged 66, of myocardial infarction 
and coronary arteriosclerosis. 


Dunham, Wilber Franklin ® Kempton, Ind.; Indiana Medical 
College, School of Medicine of Purdue University, Indianapolis, 
1906; served during World War I; formerly superintendent of 
the Fort Wayne (Ind.) State School; died Jan. 7, aged 71, of 
coronary thrombosis. 

Eason, Val Luten, North Little Rock, Ark.; Kansas City (Mo.) 
College of Medicine and Surgery, 1919; formerly city health 
Officer; staff physician for the Arkansas State Police Depart- 
ment; on the staff of Arkansas Baptist Hospital; died Feb. 9, 
aged 59, of acute coronary thrombosis. 


Edgerton, George William, Corpus Christi, Texas; University 
of Texas School of Medicine, Galveston, 1910; past president 
of the Cameron County Medical Society; died Jan. 16, aged 
66, of congestive heart failure. 


Eisenbud, Kalman ® New York City; University and Bellevue 
Hospital Medical College, New York, 1909; served as an attend- 
ing physician at the Riverside, Beth David, and Jewish Memorial 
hospitals, and as a visiting physician at Harlem Hospital; died in 
Lynbrook Jan. 19, aged 73, of chronic myocarditis. 

Forbes, Marrell Allen ® San Antonio, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1901; 
affiliated with Santa Rosa Hospital; died Jan. 6, aged 80, of 
coronary occlusion. 


Fordyce, Alexander William © Gilman, Ill.; University of Illi- 
nois College of Medicine, Chicago, 1916; on the staffs of 
Iroquois Hospital, Watseka, and St. Mary’s Hospital, Kanka- 
kee; died Feb. 16, aged 62, of cerebral hemorrhage. 


Frey, Walter Guernsey © Astoria, N. Y.; University of the 
City of New York Medical Department, New York, 1888; 
past president of the Queens County Medical Society; founder 
and first president of the Queensborough Public Library; at one 
time coroner’s physician; consultant at St. John’s Long Island 
City Hospital in Long Island City, where he was formerly at- 
tending physician and president of the medical board; died in 
Central Islip Feb. 13, aged 90, of arteriosclerosis. 


Frink, Harrie Van Ness ® Richfield Springs, N. Y.; born in 1879; 
University of Buffalo School of Medicine, 1902; twice president 
of the Otsego County Medical Society; since 1904, county coro- 
ner; health officer of the town of Richfield and the village of 
Richfield Springs for 37 years and physician for the Central 
School there at the time of his death; served as health officer of 
the town of Exeter in Otsego County, and of Columbia, Stark, 
and Warren in Herkimer County; for 25 years on the board 
of education; died Feb. 3, aged 74, of coronary thrombosis. 


Garvey, Joseph Peter, Philadelphia; Jefferson Medical College 
of Philadelphia, 1914; also a graduate in pharmacy; for 20 years 
a medical officer in the division of communicable diseases of 
the bureau of health; died Jan. 19, aged 71. 


Germann, Albert Carl © Los Angeles; College of Physicians and 
Surgeons, medical department of the University of Southern 
California, Los Angeles, 1915; affiliated with Queen of Angels 
Hospital, where he died Jan. 29, aged 68, of cardiovascular 
failure. 


Graham, Milton Dempsey ® Utica, N. Y.; Syracuse University 
College of Medicine, 1904; on the staff of St. Elizabeth’s Hos- 
pital; died Jan. 17, aged 72, of coronary occlusion. 
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Gridley, Roger Waldrick © Orlando, Fla.; Ohio State University 
College of Medicine, Columbus, 1945; served during World 
War II; member of the American Society of Anesthesiologists; 
vice-president of the Florida Anesthesiology Association; died 
Jan. 31, aged 40, in an airplane accident. 


Griffin, James Clarence ® Tampa, Fla.; University of Tennessee 
College of Medicine, Memphis, 1938; member of the Industrial 
Medical Association; served during World War II; died Dec. 13, 
aged 39, of injuries received in an airplane accident. 


Guidotti, Hugo George ® Hudson, Mass.; Middlesex College of 
Medicine and Surgery, Waltham, 1930; examining physician for 
the John Hancock Insurance Company, the Liberty Mutual, 
Lumbermens Mutual, and Mutual of Omaha; on the staff of the 
Hudson Hospital; died in the Clinton (Mass.) Hospital Jan. 4, 
aged 49, of cirrhosis of the liver. 

Hanlon, John Francis, San Francisco; Columbia University 
College of Physicians and Surgeons, New York, 1951; certified 
by the National Board of Medical Examiners; resident at San 
Francisco Hospital; died Jan. 25, aged 27. 

Hardgrove, Joseph Henry © Shawano, Wis.; Marquette Uni- 
versity School of Medicine, Milwaukee, 1916; president of the 
Fond du Lac County Rural Normal School Board for many 
years: member of the state assembly from 1932 to 1934; died 
Nov. 19, aged 82, of coronary heart disease. 

Hartwig, William Byram ® McMechen, W. Va.; Eclectic Medi- 
cal Institute, Cincinnati, 1907; served as secretary of the Mar- 
shall County Medical Society; died Jan. 19, aged 74, of coronary 
thrombosis. 

Haushalter, Henry Philip © Milwaukee; Wisconsin College of 
Physicians and Surgeons, Milwaukee, 1901; for many years on 
the staff of St. Joseph’s Hospital; died Jan. 27, aged 84, of cere- 
bral hemorrhage. 


Herold, Carl M. ® Saranac Lake, N. Y.; Hamburgische Uni- 
versitit Medizinische Fakultét, Hamburg, Germany, 1928; 
member of the American Psychoanalytic Association and the 
American Psychosomatic Society; died in Albany (N. Y.) Hos- 
pital Dec. 6, aged 61, of cardiac failure. 


Hicks, Calvin Shaw, Durham, N. C.; University of Maryland 
School of Medicine, Baltimore, 1904; died in Pinebluff Dec. 19, 
aged 74, of carcinoma of the sigmoid with metastases. 


Hill, Lowell Irvin © Seattle; University of Illinois College of 
Medicine, Chicago, 1941; interned at California Hospital in 
Los Angeles; served during World War II; died in his office 
building Feb. 11, aged 38, of accidental suffocation by smoke. 


Hills, Herbert Harrison, Bloomfield Hills, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1903; formerly vice-president of the Packard Motor Company; 
died Jan. 30, aged 72, of coronary heart disease. 


Hogan, James Anthony ® Albany, N. Y.; Albany (N. Y.) Medi- 
cal College, 1927; served as physician at the Albany County 
Jail; affiliated with St. Peter’s and Brady Maternity hospitals; 
died Feb. 19, aged 51, of myocarditis. 

Horsman, Arthur T. ® Devils Lake, N. D.; Medical College of 
Ohio, Cincinnati, 1890; died in Cambria, Wis., Jan. 28, aged 
90, of arteriosclerosis. 


Horton, William Calvin, Raleigh, N. C.; College of Physicians 
and Surgeons, Baltimore, 1897; medical advisor to the North 
Carolina Industrial Commission for many years; died in the 
Rex Hospital Jan. 14, aged 80, of arteriosclerotic aneurysm. 


Hostetter, Jacob E. ® Gap, Pa.; Medico-Chirurgical College of 
Philadelphia, 1903; past president of the Lancaster County Medi- 
cal Society; affiliated with St. Joseph’s Hospital in Lancaster; 
died Dec. 27, aged 76, of cerebral thrombosis. 


Houk, William F., Crown Point, Ind.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1904; died in Coconut Grove, Fla., Feb. 26, aged 77, 
of congestive heart failure and thrombophlebitis of the right leg. 


Hudnut, Frank Parker © New Bedford, Mass.; Bellevue Hospital 
Medical College, New York, 1884; on the courtesy staff of St. 
Luke’s Hospital, where he died Feb. 11, aged 91. 
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Hudson, Chauncy Oliver © Painesville, Ohio; Cleveland Medi- 
cal College, Homeopathic, 1897; on the staff of the Lake County 
Memorial Hospital; died Jan. 19, aged 79, of astrocytoma of the 
right cerebral hemisphere. 

Humel, Richard James ® Riverside, IIl.; Rush Medical College, 
Chicago, 1925; formerly medical director of the Morton High 
School; affiliated with MacNeal Memorial Hospital in Berwyn, 
and St. Anthony de Padua Hospital in Chicago; died in Fort 
Pierce, Fla., Feb. 25, aged 53, of coronary thrombosis. 


Hurst, Cecil ® Seattle; Indiana University School of Medicine, 
Indianapolis, 1937; member of the American Academy of Gen- 
eral Practice; served during World War II; resident at the King 
County Hospital; died Jan. 4, aged 39, of acute coronary oc- 
clusion. 

Jenkins, John Bill ® Waxahachie, Texas; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1915; died in the Scott 
and White Hospital in Temple Jan. 30, aged 64, of myocardial 
infarction. 

Johnson, Irving Jackson, Marietta, Ohio; Baltimore University 
School of Medicine, 1897; veteran of the Spanish American 
War; died Feb. 5, aged 88, of coronary thrombosis. 

Johnston, William McKinley ® Akron, Ohio; Ohio State Univer- 
sity College of Medicine, Columbus, 1925; veteran of World 
Wars I and II; member of the International College of Surgeons; 
killed Feb. 8, aged 55, in an automobile accident. 

Jones, Arthur William © Randolph, Wis.; Wisconsin College of 
Physicians and Surgeons, Milwaukee, 1901; died in Divine 
Savior Hospital in Portage Dec. 11, aged 77, of arteriosclerosis. 
Jouett, Fred Robert © Cambridge, Mass.; Harvard Medical 
School, Boston, 1899; member of the American Heart Associa- 
tion and New England Heart Association; served during World 
War I; during World War II senior surgeon with the U. S. Pub- 
lic Health Service Reserve; member of the staff of the Mount 
Auburn Hospital; a trustee of the Cambridge Savings Bank; 
died in Boston Jan. 30, aged 79, of coronary thrombosis and 
chronic duodenal ulcer. 


Kelly, Albert Louie © Abington, Mass.; Middlesex College of 
Medicine and Surgery, Cambridge, 1932; school physician; 
served during World War II; affiliated with Moore Hospital; 
died Dec. 11, aged 45, of cerebral hemorrhage and hyper- 
tension. 


Klee, Harry Aaron ® Carnegie, Pa.; Johns Hopkins University 
School of Medicine, Baltimore, 1922; school doctor; served on 
the staffs of the Allegheny General Hospital, Children’s Hos- 
pital, and Presbyterian Hospital in Pittsburgh, where he died 
Feb. 10, aged 56, of pneumonia. 


La Bruyere, Philip Paul, Marrero, La.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1933; affiliated 
with the Mercy Hospital-Soniat Memorial in New Orleans, 
where he died Jan. 15, aged 46, of coronary thrombosis. 


LeKites-Wallis, Lillian Rue, Atlantic City, N. J.; Atlantic Medi- 
cal College, Baltimore, 1908; died in Felton Jan. 14, aged 76, 
of hypertension and nephritis. 


Lewis, Theodore B. © Greenville, Miss.; Hospital College of 
Medicine, Louisville, Ky., 1903; charter member and served as 
president and vice-president of the Delta Medical Society; mem- 
ber of the board of school trustees; died Feb. 23, aged 76. 


Lindahl, Frank Emil, San Diego, Calif.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1907; died in the Mercy Hospital Feb. 3, aged 87. 


Little, William L. © Wesson, Miss.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1889; past presi-— 
dent and vice-president of the Mississippi State Medical Associ- 
ation; organized and was for many years director of the Copiah 
County Health Department; served on the state board of health, 
and as local physician and surgeon for the Illinois Central Rail- 
road; died in the Hardy Wilson Memorial Hospital in Hazlehurst 
Feb. 27, aged 85. 


Luria, Leon ® New York City; Long Island College Hospital, 
Brooklyn, 1921; died Feb. 12, aged 57. 
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McCord, Mather Marvin © Rome, Ga.; Atlanta College of 
Physicians and Surgeons, 1902; served as councilor and presi- 
dent for the 7th District Medical Society; past president of the 
Floyd County Medical Society and the Floyd County Emory 
Alumni Society; the county’s first commissioner of health; for 
10 years on the state board of health; affiliated with McCall 
and Floyd hospitals; died Dec. 14, aged 76, of coronary throm- 
bosis. 


McKenzie, Eugene Eaton ® Memphis, Tenn.; University of 
Cincinnati College of Medicine, 1928; fellow of the American 
College of Surgeons; served during World War II; president of 
the medical staff of Methodist Hospital; died Jan. 17, aged 52, of 
a heart attack. 


McKeown, Justin, Jackson Heights, N. Y.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1917; died in 
the Westchester Square Hospital in New York Jan. 17, aged 
62, of pneumonia. 


Marquis, Benjamin Vance @ Buffalo Prairie, IIl.; Missouri 
Medical College, St. Louis, 1898; for 17 years member of the 
local school board; died Feb. 13, aged 81, of a heart attack. 


Marvel, Norman Clyde ® Baltimore; Johns Hopkins University 
School of Medicine, Baltimore, 1914; at one time associate 
professor of surgery at the University of Maryland School of 
Medicine; past president of the Medical and Surgical Club of 
Baltimore; served on the staffs of the West Baltimore General, 
Mercy, Union Memorial, and Maryland General hospitals; 
formerly medical director of the Maryland Casualty Company; 
died Feb. 2, aged 65, of arteriosclerosis and uremia. 


Matthews, Gilpin Laclede © Beaufort, Mo.; St. Louis University 
School of Medicine, 1911; died Feb. 1, aged 74, of coronary 
thrombosis. 


Mead, Ernest C., Gainesville, Texas; Chicago College of Medi- 
cine and Surgery, 1913; specialist certified by the American 
Board of Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the American 
College of Surgeons; served on the school board; died Feb. 1, 
aged 68. 


Mead, Harry Burton ® New Brighton, Pa.; Jefferson Medical 
College of Philadelphia, 1902; fellow of the American College 
of Surgeons; affiliated with Providence Hospital in Beaver Falls 
and the Beaver Valley General Hospital, where he died Dec. 
14, aged 80, of arteriosclerosis. 


Merrill, Joseph Howes, Jr., Coral Gables, Fla.; Medical College 
of Georgia, Augusta, 1948; interned at the Jackson Memorial 
Hospital in Miami, where he was on the courtesy staff; at one 
time a resident in surgery at the Veterans Administration Hos- 
pital; on the attending staff at the Mercy Hospital, Miami, 
where he died Dec. 17, aged 34, of uremia, hypertension, and 
chronic nephritis. 


Miller, Jack Lester ® Jackson, Mich.; Wayne University Col- 
lege of Medicine, Detroit, 1937; interned at the W. A. Foote 
Memorial Hospital, where he served a residency; served during 
World War II; died Feb. 14, aged 43, of metastatic sarcoma, 
primary in the foot. 


Mulligan, Louis Huston ® Lexington, Ky.; Louisville (Ky.) 
Medical College, 1896; member of the American Academy of 
Dermatology and Syphilology; formerly superintendent of the 
Central State Hospital in Lakeland; attending dermatologist at 
St. Joseph’s Hospital, where he died Feb. 13, aged 84, of 
coronary arteriosclerosis. 


Nolan, John Peter, Chester, Pa.; Temple University School of 
Medicine, Philadelphia, 1922; served as county coroner, city 
treasurer, and medical director of the Chester School District; 
died Feb. 8, aged 58. 


Norman, Samuel P. ® Malden, Mass.; Boston University School 
of Medicine, 1916; member of the New England Obstetrical and 
Gynecological Society; affiliated with New England Sanitarium 
and Hospital and Malden Hospital in Malden, and Symmes 
Arlington Hospital in Arlington; died in Massachusetts Me- 
morial Hospital in Boston, Feb. 5, aged 64. 
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Oakley, Frank A., Cleveland Heights, Ohio; Trinity Me jjca) 
College, Toronto, Canada, 1897; member of the American Uro. 
logical Association; fellow of the American College of Syr- 
geons; past president of the Cleveland Academy of Medicine: 
during World War I a member of the medical advisory boarg 
for Cuyahoga County; practiced in Cleveland, where he was 
affiliated with Mount Sinai, Woman’s, Glenville, St. John’s, ang 
St. Alexis hospitals; died Jan. 17, aged 84, of arteriosclerosis. 


O’Connor, William John, Augusta, Maine; Medical Schoo! of 
Maine, Portland, 1915; died Feb. 7, aged 68, of cerebral hem 
rhage. 


Otey, Walter Maynard, Roanoke, Va.; Medical College of Vir- 
ginia, Richmond, 1916; died in the Jefferson Hospital Dec. |8, 
aged 62, of coronary thrombosis. 


Patrick, Jekyl Zyiba © Pulaski, Ga.; Atlanta College of Phy- 
sicians and Surgeons, 1900; died in Bulloch County Hospital, 
Statesboro, Dec. 28, aged 78, of bronchopneumonia. 


Perrin, Jehn Hezekiah, Huntington Park, Calif.; Louisville 
(Ky.) Medical College, 1905; affiliated with St. Francis Hospital 
in Lynwood, where he died Jan. 13, aged 86, of cerebral hemor- 
rhage. 


Phelps, Charles Ezra, Dallas, Ore.; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1907; died Feb. 4, aged 73, 
of myocardial infarction. 


Pittman, James Lee ® Atlanta, Ga.; Emory University School 
of Medicine, 1926; specialist certified by the American Board 
of Urology; member of the Southeastern Surgical Congress and 
the American Urological Association; president of the Georgia 
Urological Society; associate in surgery at his alma mater; 
affiliated with Emory, Grady, Piedmont, and Crawford W. Long 
hospitals; died Jan. 21, aged 52, of cerebral hemorrhage. 


Postles, Wilbur Emerson © Wilmington, Del.; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1904; on the staff of 
Memorial Hospital; died Feb. 5, aged 79, of embolism of the 
pulmonary artery. 


Pratt, John Galbraith ® New Orleans; Tulane University of 
Louisiana School of Medicine, New Orleans, 1916; professor 
of urology emeritus at his alma mater; fellow of the American 
College of Surgeons; served overseas during World War |; 
affiliated with Touro Infirmary and the Charity Hospital; died 
Feb. 11, aged 64, of cerebral thrombosis and arteriosclerosis. 


Purdy, Albert H., Santa Barbara, Calif.; College of Physicians 
and Surgeons of Chicago, 1890; at one time practiced in Mil- 
waukee, where he was professor of dermatology and syphilis 
at Marquette University School of Medicine; died Jan. 20, aged 
91, of arteriosclerosis. 


Pyle, Henry John © Muskegon, Mich.; Columbia University 
College of Physicians and Surgeons, New York, 1917; school 
physician from 1920 to 1944; affiliated with the Hackley Hos- 
pital, where he was staff secretary; on the staff of the Mercy 
Hospital; died Jan. 12, aged 61, of a heart attack. 


Quick, Audley Vincent, Yonkers, N. Y.; New York Homeopathic 
Medical College and Hospital, New York, 1902; until retirement 
medical inspector for the board of education; formerly on the 
staff of the Flower and Fifth Avenue Hospitals in New York 
and St. John’s Riverside Hospital; died Feb. 13, aged 76, of 
myocarditis and arteriosclerosis. 


Quincy, Josiah Edmund, Boston; Northwestern University 
Medical School, Chicago, 1922; specialist certified by the Amer- 
ican Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology and the New 
England Oto-Laryngological Society; on the staffs of the Sym- 
mes Arlington Hospital in Arlington, Massachusetts Eye and 
Ear Infirmary, New England Hospital, and the Faulkner Hos- 
pital, where he died Jan. 27, aged 57, of arteriosclerotic heart 
disease and pulmonary embolus. 


Raby, Mahlon Richardson, Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1905; on the 
staff of the Germantown Dispensary and Hospital; died Jan. 
30, aged 76, of heart disease. 
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NAVY 
Symposiums at Denver and San Antonio.—Two symposiums for 
the primary benefit of members of the armed forces medical 
reserve components on inactive duty are scheduled for the 
month of May, 1954. The Commanding General, Fitzsimmons 
Army Hospital, Denver, will sponsor a symposium to be held 
at that hospital from May 3 to 5, 1954. The U. S. Air Force 
will sponsor the second symposium to be held at San Antonio, 
Texas, May 19 to 21. The subjects will be presented by speakers 
of national prominence in their specialties. Sessions are planned 
for officers in the medical, dental, and administrative fields. 
Naval Reserve Medical Department officers on inactive duty 
are encouraged to take advantage of the opportunity to attend 
one or both of the symposiums. Retirement point credit will be 
awarded to all eligible naval reservists attending under orders 
issued by competert authority. Applications for orders should 
be submitted to the commandant of the applicant’s home naval 
district by each individual officer planning to attend these sym- 
posiums. 





Two Week Course at Camp Pendleton.—A two week course in 
field medicine is scheduled to convene at Camp Pendleton, 
Calif. on May 17, 1954. Male naval reserve medical personnel 
residing in the 11th, 12th, and 13th naval districts are eligible 
to attend. The course is designed to provide practical instruc- 
tion in medical material logistics, preventive medicine in the 
field, professional treatment of emergencies, and medical 
organization with fleet marine units. In addition, the trainee will 
receive instruction in how to protect his patients and himself in 
the field. 

Eligible personnel who desire to attend on a pay status should 
submit their requests to the commandant of their home naval 
districts at the earliest practicable date. Attendance will not in 
any way increase the reservist’s vulnerability for orders to ex- 
tended active duty. 


AIR FORCE 


Two Million Patients Evacuated by Air.—The 2 millionth pa- 
tient in the history of U. S. military aviation to be evacuated 
by air landed in the United States on Feb. 25 after completing 
the trip from Tokyo via Hickam Air Force base, Honolulu. 
The patient, Air Force Staff Sgt. William F. MacDonnell, of 
Thomaston, Conn., a B-29 gunner and observer, was injured in 
an aircraft accident at Komaki air installation near Nagoya last 
December. Major Gen. H. G. Armstrong, Air Force Surgeon 
General, on an inspection trip in the Far East returned to the 
United States as attending physician on the C-97 Stratocruiser 
on which were 38 patients, including Staff Sergeant MacDon- 
nell. In commenting on the occasion, General Armstrong said, 
“This man represents the outstanding accomplishments of all 
Air Force medical personnel in making air evacuation a prac- 
tical means of speeding the recovery of military patients during 
both peacetime and wartime. A great deal of courage, resource- 
fulness, and inventive genius that was displayed in the early 
days, has now resulted in a well coordinated system saving the 
lives of our young men.” 

In World War I, airplanes were first used officially to evacuate 
casualties. In July, 1918, the director of air service requested 
that a number of Curtis training planes be converted into air- 
plane ambulances. Two years later the first plane in the U. S. 
Army with a fuselage designed primarily for the transportation 
of the sick and wounded was built and flown at McCook Field, 
Ohio. In April, 1930, an airplane was used in the annual field 
exercise of the U. S. Air Corps combat units. 

With the start of World War II in Europe the chief of the 
medical division proposed the organization of an air ambulance 
battalion to consist of the basic organization of an air transport 
group plus medical personnel. After the attack on Pearl Harbor 
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air evacuation in the various theaters of war became a vital 
military need. The first occasion for mass movement of patients 
occurred in January, 1942. Between June, 1944, and July, 1945, 
391,012 patients were evacuated by air in the European theater 
of operation. Of this number, 111,207 were evacuated inter- 
continentally. 

When the Korean conflict started, the 801st Medical Air 
Evacuation Squadron in Japan provided medical crews for troop 
carrier aircraft transporting wounded from airstrips in Korea. 
The first casualties were evacuated from Taejon, Korea, to 
Itazuke Air Force base, Japan, July 2, 1950. When the Korean 
armistice was signed in July, 1953, the 315th Air Division had 
flown more than 14,000 air evacuation flights into and out of 
more than 35 different Korean strips and had evacuated 135,949 
patients from Korea to Japan. A total of 326,885 patients were 
airlifted within all of FEAF. For the first time in a situation 
of actual warfare, aircraft in sufficient numbers were available 
and utilized to transport patients from line battle areas to hos- 
pitals near their homes in the United States. 


Flight Surgeon Awarded Bronze Star.—By direction of the 
President of the United States, Lieut. Col. Jack C. Shrader, 
M. C., has been awarded the Bronze Star, which was recently 
presented to him by the Commandant of the Air Force School 
of Aviation Medicine at Randolph Field Air Base, Texas, where 
Colonel Shrader is now head of the department of internal 
medicine. As a flight surgeon in Korea, Colonel Shrader was 
commander of a medical group and also was in charge of an 
air force hospital. Nevertheless, he often went up with pilots 
on combat missions so that he would know better how to treat 
the fliers’ illnesses. He also set up a system of air evacuation 
for sick and wounded that was credited with saving many lives 
from various United Nations units. He is a graduate of the 
Indiana University Medical School, a specialist in internal 
medicine, and, following World War II, practiced in Pasadena, 
Calif. 


Officers’ Wives Donate to Poliomyelitis Fund.—-At a board 
meeting of the Officers’ Wives Club at the Tachikawa Air Base 
in Japan, Feb. 16, a check for $1,413.60 was presented to Special 
Services as the club’s contribution to the 1954 March of Dimes 
poliomyelitis campaign. This amount represented the proceeds 
of a recent highly successful Monte Carlo night. The president 
of the club, Mrs. Louise Neff, presided at this meeting, and 
Mrs. Keith Cooke wrote the item in TAB News, the voice of 
the 374th Troop Carrier Wing. 


PUBLIC HEALTH SERVICE 


Cancer Research.—Dr. Leonard A. Scheele, Surgeon General 
of the U. S. Public Health Service, announces approval of eight 
grants-in-aid totaling $704,563 and administered by the National 
Cancer Institute for studies in the chemotherapy of leukemia 
and allied forms of cancer. The following recipients have been 
named: Sidney Farber, Children’s Cancer Research Foundation, 
Boston, chemotherapy of cancer, $50,000, and chemotherapy 
of leukemia and related disorders, $150,000. Alfred A. Gell- 
horn, Columbia University College of Physicians and Surgeons, 
New York, clinical and laboratory investigation in cancer 
chemotherapy, $141,255. Ralph Jones, University of Pennsyl- 
vania, Philadelphia, chemotherapy of leukemia and allied dis- , 
eases, $85,000. Cornelius P. Rhoads, Sloan-Kettering Institute 
for Cancer Research, New York, expansion of cancer chemo- 
therapy with special reference to lymphomas and leukemia, 
$200,000. Byron E. Hall, Stanford University School of Medi- 
cine, California, studies on the clinical, cytological, and me- 
tabolic effects of 6-mercaptopurine and other chemotherapeutic 
agents in human neoplasia, $17,460. Thomas F. Dougherty, 
Ph.D., University of Utah School of Medicine, Salt Lake City, 
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influence of adrenocortical hormones on leukemogenesis, 
$18,036. Maxwell M. Wintrobe, University of Utah School of 
Medicine, Salt Lake City, factors and mechanisms concerned 
in hemopoiesis, $42,012. 


Milk-Sanitation Seminars.—A series of seven regional semi- 
nars for state milk-sanitation officers has just been concluded 
by the U. S. Public Health Service. Starting in Chicago last 
October, meetings have been held in Atlanta, Ga.; Washington, 
D. C.; Lincoln, Neb.; Salt Lake City, Utah; Spokane, Wash.; 
and Dallas, Texas. Each seminar, one week in duration, was 
attended by the milk-sanitation officers of the states in the region 
concerned. Serving as the faculty were Harold B. Robinson, 
of the Division of Sanitation, Washington, D. C.; Hugh E. 
Eagan, of the Communicable Disease Center, Atlanta, Ga.; and 
the milk and food consultant of the appropriate regional office 
of the Public Health Service. The series of seminars was con- 
ceived as a necessary part of the comparatively new state-fed- 
eral cooperative program for the certification of interstate milk 
shippers. The curriculum was designed primarily to achieve a 
greater uniformity of interpretation of the milk ordinance and 
code recommended by the Public Health Service, on which the 
voluntary interstate program is based. Sessions were devoted also 
to the demonstration of tests for pasteurization plant equip- 
ment, discussions of operating procedures used in the certifica- 
tion of interstate milk shippers, and instruction on the milk- 
sanitation rating procedures of the Public Health Service. 


VETERANS ADMINISTRATION 


Residencies Available-——The Veterans Administration Hospital, 
Houston, Texas, has vacancies for residents in internal medi- 
cine, neurology, ophthalmology, pathology, physical medicine, 
psychiatry, and pulmonary diseases. Stipends range from $2,640 
to $3,300 per year. The residency programs are sponsored by 
Baylor University College of Medicine. In addition to the 
straight residencies, there are also opportunities to physicians 
who wish to obtain training in psychiatry and/or neurology, 
leading to board certification, at regular staff salary, $5,500 to 
$8,360 per year. Each year of training carries with it a specific 
period of obligated service in the Veterans Administration. De- 
tails may be obtained from the Manager, VA Hospital, 2002 
Holcombe Blvd., Houston, Texas. Vacancies are available 
for residents in internal medicine and in psychiatry (two years), 
general surgery (three years), and radiology (one year) at the 
Veterans Administration Hospital, Augusta, Ga. The residency 
training program is sponsored by the Medical College of Georgia 
in Augusta. Yearly salaries range from $2,640 to $3,300. There 
are vacancies for full-time physicians on the psychiatric 
service and the general surgery service. For information write 
to the Manager, VA Hospital, Augusta. Vacancies are avail- 
able for residents in internal medicine and pulmonary diseases 
at the VA Hospital, Albuquerque, N. Mex. The residency pro- 
gram is sponsored by the University of Colorado School of 
Medicine. Vacancies are also available for full-time physicians 
on the chest service and for a physician qualified to supervise 
a cardiopulmonary function test laboratory. Information can 
be obtained by writing to the Manager, Veterans Administra- 
tion Hospital, Albuquerque, N. Mex. Residencies in medical 
neurology are available at the VA hospital, Hines, Ill., beginning 
July 1, 1954, for a period of three years. The residency program 
is under the direction of the Department of Nervous and Mental 
Diseases, Northwestern University Medical School. The train- 
ing is fully accredited by the American Board of Psychiatry 
and Neurology. 


Positions Available.—Vacancies are open for full-time phy- 
sicians in psychiatry and general surgery at the Veterans Ad- 
ministration Hospital, Salisbury, N. C. This hospital is affiliated 
with Bowman-Gray Medical School, Winston-Salem. Informa- 
tion and application can be obtained from the Manager, VA 
Hospital, Salisbury, N. C. 


J.A.M.A., April 10, 1954 


Hospital News.—Dr. Franz G. Alexander, clinical professor of 
psychiatry, University of Illinois, and director of the Institute 
of Psychoanalysis, Chicago, will discuss “Problems of Psycho. 
dynamic Specificity” at 10 a. m. and a case presentation at 
1 p. m. at the VA Hospital, Downey, IIl., building 2029w 
April 14. 


MISCELLANEOUS 


Atomic Energy Commission Fellowships.—Applications for 
U. S. Atomic Energy Commission fellowships in radiological 
physics and industrial hygiene for the 1954-1955 school year 
are being received by the Oak Ridge (Tenn.) Institute of Nuclear 
Studies. The industrial hygiene fellowship program supports a 
limited number of persons who are studying for the master’s 
degree in this field at the Harvard University School of Public 
Health, Boston, and the University of Pittsburgh Graduate 
School of Public Health. Radiological physics fellowships are 
carried out in three separate programs at: (1) Vanderbilt Uni- 
versity, Nashville, Tenn., and Oak Ridge National Laboratory, 
(2) the University of Rochester (N. Y.) and Brookhaven Na- 
tional Laboratory, and (3) the University of Washington, Seattle, 
and Hanford Works. Nine months of course work at the uni- 
versity are followed by three months of additional study and 
field training at the cooperating AEC installation. Up to 25 
fellows may be appointed in each of the three programs. Course 
work may be applied toward an advanced degree. The basic 
Stipend for both fellowships is $1,600, with an allowance of 
$350 for a spouse and $350 for each dependent child. In addi- 
tion, tuition and laboratory fees are paid as a part of the fellow- 
ship. Industrial hygiene fellows may receive an additional allow- 
ance of $200 if they have already completed a year of graduate 
study or appropriate work experience in this field. Application 
forms and additional information may be obtained from the 
Fellowship Office, University Relations Division, Oak Ridge In- 
stitute of Nuclear Studies, P. O. Box 117, Oak Ridge, Tenn. 


Dr. Brombacher Retires from Bureau of Standards.—-William G. 
Brombacher, Ph.D., has retired from the National Bureau of 
Standards, after 35 years of service. Dr. Brombacher is an 
authority on mechanical instruments in the fields of pressure 
and humidity measurements, aeronautical instruments, and air- 
borne oxygen equipment. His research in mechanical instru- 
ments has centered around the problem of developing more 
accurate standards of pressure and humidity and related physical 
quantities. Under his direction the range of precise pressure 
measurement has been extended up to 200,000 ¥ and down to 
0.00001 “. When the National Geographic Society and the 
Army Air Corps during 1934-1935 investigated the stratosphere 
by use of balloons, he was responsible for air temperature and 
pressure measurements and the determination of the balloon’s 
maximum altitude. He has been responsible also for certification 
of all barograph records made on world record aircraft and 
balloon flights. He was born in Cleveland, and received his 
Ph.D. in physics at Johns Hopkins University. 


New Medical Director of F. D. A.—Dr. Albert H. Holland Jr. 
has been appointed medical director of the Food and Drug 
Administration, a post that has been vacant since July, 1952, 
when Dr. Erwin E. Nelson resigned to head the department of 
pharmacology at the St. Louis University College of Medicine. 
Dr. Holland will be responsible for advising the agency on all 
medical questions involved in enforcement of the Federal Food, 
Drug, and Cosmetic Act. The medical division also assists in 
the development of medical evidence in court cases involving 
adulterated and misbranded products and administers the new- 
drug provisions of the act, which require adequate scientific, test- 
ing to establish the safety of all new drugs before they are 
placed on the market. 

Dr. Holland comes from the Armour Laboratories, Chicago, 
where he has been medical director since January, 1951. Before 
joining Armour he was director of the Office of Research and 
Medicine at the Oak Ridge operations of the Atomic Energy 
Commission. 





FOREIGN LETTERS 


CHILE 


Prognosis in Myocardial Infarction.—Prof. R. Valdivieso and 
co-workers reported, in the Bulletin of the Chilean Society of 
Cardiology, no. 2, 100 cases (80 in men and 20 in women) of 
myocardial infarction with electrocardiographic evidence. Only 
cases in which the authors were certain that the infarction was 
the patient's first were included. The average age of the patients 
was 56.3 years. Coronary thrombosis was found to be more 
frequent in the cold months than in summer, and obesity was 
found to be a predisposing factor that made the prognosis worse. 
Regarding the influence of smoking, there were no clear-cut 
conclusions. Eighty-five per cent of the patients had jobs that 
did not demand great physical effort. Almost all of the women 
had cardiovascular conditions such as hypertension, angina 
pectoris, arrhythmia, and arteriosclerosis, but these were present 
in only 76% of the men. The only factor in the patient’s early 
history that seemed to have a direct bearing on the prognosis 
was arrhythmia. A discrete hypertrophy of the myocardium was 
found in 66 cases. The mortality rate among this group was 
7.5%, whereas in the group with marked cardiac hypertrophy 
it was 20%. Physical activity did not seem to produce the attack. 
Pain was the most constant symptom and was typical in 78, 
atypical in 18, and absent in 4 patients. Neither the duration 
nor the intensity of the pain seemed to be related to the prog- 
nosis. The coexistence of shock, arrhythmia, or cardiac failure, 
especially arrhythmia, made the prognosis more uncertain. 
Among patients who had none of these manifestations, there were 
2o deaths. The mortality rate for the group that received anti- 


coagulant therapy was 3.7% compared with 8.9% for the con- 
trol group, and thromboembolic accidents occurred in 3.7% of 
those who received anticoagulant therapy compared with 10.6% 
for the control group. 


Ten of the patients died in the first week, and 90 recovered, 
71 without any complications and 19 with complications such as 
cardiac failure, thromboembolic accidents, and arrhythmia. The 
patients who recovered were followed up for an average period 
of 22.2 months, at the end of which the mortality rate for the 
entire group was 22% (26.2% for the men and 5% for the 
women). About one-third of the patients were completely asymp- 
tomatic, and in another third the severity of the symptoms was 
classified as grade 1. Only 15% of all the patients had some 
limitation of their physical capacity. Angina pectoris alone or 
associated with cardiac failure or hypertension occurred in 78% 
of the group with symptoms. It was present, however, in 53% 
of these patients before the attack of coronary thrombosis. 
Heart failure markedly aggravated the prognosis. Of the pa- 
tients who survived, no significant difference was found between 
those who had infarction of the anterior wall and those who had 
infarction of the posterior wall as regards their subsequent 
course. 


Distinguished Visitors.——Professor Crafoord of Stockholm 
visited Chile in December together with members of his staff 
on an invitation from the Faculty of Medicine and the Chilean 
Society of Cardiology. After participating in the medical-surgical 
meeting in Valparaiso, the Swedish physicians who stayed in 
Chile two weeks examined a number of patients, mainly persons 
with congenital heart disease. Their mornings were spent making 
diagnoses and their afternoons in catheterizing hearts, making 
angiocardiograms, etc., thus giving Chilean physicians an op- 
portunity to study Professor Crafoord’s techniques. 





The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


ENGLAND 


Narcotic Drugs.—According to the annual report for 1952 
communicated by the United Kingdom government to the 
United Nations, which has just been published, the govern- 
ment’s estimate of the number of drug addicts in the country 
receiving drugs from medical sources was 297 (153 men and 
144 women). Most persons addicted to manufactured drugs are 
over 30 years of age. In the nonprofessional classes there are 
more female than male addicts (141 compared with 81), but 
in the professional classes (72 doctors, 2 dentists, and 1 pharm- 
acist) only three are female. Most hemp users appear to be 
between 20 and 40 years of age, and all the persons prosecuted 
for the illegal possession of opium or opium-smoking utensils 
were over 30 years of age. During the year there was no 
appreciable change in the proportion of addicts using morphine, 
either alone or in combination with other drugs. The incidence 
of meperidine and heroin addiction, each used by 19% of the 
known addicts, was slightly greater than in 1951. Slightly more 
than 11% of the addicts used two or more drugs, and synthetic 
drugs were favored by 20% of the addicts. 

There were 60 convictions relating to opium offenses (58 in 
1951). Of these, 54 concerned prepared opium and 6 raw 
opium. Most of these convictions occurred in Liverpool, where 
there is a fairly large Chinese population; with the exception 
of one male British subject and two Indian seamen, all the 
offenders were of Chinese origin. Of the 87 persons convicted 
of hemp offenses, 67 were of African, Indian, or West Indian 
origin. The remainder were Europeans and included 4 women. 
About half of the convictions for hemp offenses occurred in 
the Metropolitan Police District. 


Prognosis in General Paresis.—In a follow-up of 457 patients 
with general paresis and 79 with taboparesis admitted to Hor- 
ton Hospital between 1942 and 1946, M. Whelen and M. H. 
Bree (Lancet 1:70, 1954) record that, of those with general 
paresis, 141 had died, 99 were still in hospital, and 217 had 
been discharged. The corresponding figures for taboparesis 
were 30, 12, and 37. For those discharged from the hospital 
during this period, it was possible to follow 113 with general 
paresis and 19 with taboparesis for at least five years. Their 
ages varied from 17 to 67, most of them being in the decade 
41 to 50. Most of them had been treated by malaria, but some 
with malaria plus penicillin or penicillin alone. Thirty-nine 
had made a complete recovery, 81 exhibited various degrees of 
recovery, 11 were in stationary states, and 1 could not be 
classified. Of those who recovered, all but two did so within 
the first two years, whereas the time needed to obtain optimal 
improvement was more or less normally distributed around 
five years. The patients who recovered apparently did so as a 
direct result of treatment, and no other factor appeared to play 
any essential part in the outcome. On the other hand, in the 
cases of patients who only improved, auxiliary factors were 
present in addition to adequate treatment, namely, a good pre- 
illness personality, a dependable and sympathetic supportive 
person, usually a close relative, and some kind of occupation. 
Patients whose condition remained stationary all lacked one or 
more of these factors and about half of them lacked them all. 


Patron Saint for Ophthalmology.—A well-documented case for 
the recognition of St. Triduana as the patron saint of British 
ophthalmology is advanced by Dr. John Foster, lecturer in 
ophthalmology in the University of Leeds (Brit. J. Ophthal. 
37:763, 1953). St. Triduana was born in Colosse and landed 
in Scotland in 337 A. D. “Whilst living an eremitic life with 
other virgins at Rescoby, Forfarshire, Saint Triduana 
attracted the attentions of the local prince, Nectaneus or 
Nectan, who desired to marry her. She questioned the mes- 
senger sent to her by the prince, and hearing that he was 
chiefly attracted by the transcendent beauty of her eyes, she 
replied, ‘What he asks of me he shall obtain’; and retiring into 
a secret place she plucked out her eyes, transfixed them on 





1298 FOREIGN LETTERS 


a wooden pin, and held them out to the messenger, saying, 
‘Accept what your prince desires.’” Subsequently she settled 
at Restalrig, near Edinburgh, “where she devoted the rest of 
her life to fasting and prayer.” This legend bears a close 
similarity to the legend of St. Lucia of Syracuse, whose statues 
and portraits are a familiar feature in eye hospitals in the 
Mediterranean littoral and who is recognized as the patron 
saint of ophthalmology in that part of the world. The legend 
of St. Lucia is that “when pestered by a would-be suitor she 
performed an autoavulsion of her eyes and sent them to him.” 


Toilet Paper and Poliomyelitis—In the Practitioner (172:88, 
1954) Dr. C. G. Learoyd draws attention to the porous nature 
of almost all forms of toilet paper now in use, and suggests 
that this may be an important means of spreading infection 
during the poliomyelitis season. “As far as I can see, the dif- 
ference between civilized and wild men is that the former 
almost inevitably have faecal stains on their hands, albeit in- 
visible to them, whilst the wild men who use dock leaves and 
grass, which at any rate are waterproof, are comparatively 
free from them.” He points out that “if one takes a piece of 
almost any toilet paper and wraps it around one’s finger like a 
finger-stall, then inserts the finger into a pot of ink the finger 
is stained with ink; that is to say the paper is permeable to 
fluids even when not under much pressure, as it is in ordinary 
use.” He therefore appeals for the introduction of a water- 
proof and grease-proof toilet paper. “A Government which, 
quite rightly, makes rules and regulations about the disposal of 
poisons and explosives and at the same time allows porous 
toilet paper is a Government in blinkers. . . . I do not know 
the technical difficulties involved in making a toilet paper 
water- and grease-proof and at the same time soft and pliable, 
but they should not be great.” 


B. Anthracis Toxin.—In a preliminary communication in 
Lancet (1:136, 1954) Evans and Shoesmith report that they 
have now shown that Bacillus anthracis when grown in vitro 
under suitable conditions produces a thermolabile toxin. This 
toxin, the dermonecrotic activity of which is completely de- 
stroyed by heating at 80 C for 15 minutes, “appears in the 
culture filtrate, is more potent than the toxin produced by 
Bacillus subtilis, and on intradermal injection into rabbits it 
produces lesions which are strikingly similar to those in natu- 
rally occurring cutaneous anthrax infections.” Intradermal in- 
jection in rabbits showed that the minimal reacting dose of 
the most potent precipitate yet produced is 0.02 to 0.05 mg., 
but smaller doses produced edematous areas. 


Preventive Medicine and Liberty.—In a recent debate in the 
House of Lords, reported in the British Medical Journal of Feb. 
6, Lord Douglas initiated an attack on what he referred to as 
“mass medication.” He was alluding to such medication as the 
addition of chalk to flour and iodine to salt. His theme was that 
such additions amounted to medication without examination of 
the patient. Lord Amulree and Lord Webb-Johnson both replied, 
the former defending recent proposals to add minute doses of 
fluorine to drinking water and the latter the practice of adding 
iodine to drinking water, which he said had decreased goiter in 
endemic areas to a very great extent. 


New Diploma for Health Education.—It has just been an- 
nounced that the Institute of Education of London University 
has agreed to offer a comprehensive one-year course in health 
education. It is intended to give professional training to doc- 
tors, nurses, teachers, and others with suitable experience in 
the basic principles of health education. The Institute of Edu- 
cation has invited the London School of Hygiene and Tropical 
Medicine, the Institute of Child Health, and the Central Coun- 
cil for Health Education to sponsor the course. 


Pharmaceutical Research.—According to the president of the 
Chemists’ Federation, the cost of research in the British pharm- 
aceutical Industry is now between £2,000,000 and £2,500,000 
a year. The industry now employs over 50,000 persons and 
produces over £9,000,000 worth of pharmaceuticals a year. 
The annual expenditure for research is about £100 per reg- 
istered retail establishment in the country. 


J.A.M.A., April 10, 1954 


FRANCE 


Blood Coagulability—Most authors have believed that hyper. 
coagulability of the blood always accompanies certain cerebral 
vascular accidents, but Stern, in a report to the Fifth Interna. 
tional Congress of Neurology in September, called attention tg 
the use of anticoagulants in the treatment of cerebral hemor. 
rhage and the use of cerebral angiography as a guide. At the 
same meeting, Mabadeau, Daum, and Dubrisay reported the 
result of their work in this field. Within the 48 hours Preceding 
the accident, the frequency of hypercoagulability, hypocoagy. 
lability and isocoagulability has been roughly equal, but in the 
first days after the accident hypercoagulability is more frequent 
(50%) than hypocoagulability (less than 15%). The results differ 
with the type of accident. In the case of cerebral hemorrhage, 
hypocoagulability exists during the first day in 39.4% of cases 
and hypercoagulability in 32.1%. On the other hand, during 
the second and the third day hypocoagulability is found jn 
55.6% and hypercoagulability in only 19.4%. The frequency 
of hypercoagulability remains low up to the 13th day. In cases 
of vascular accidents of obstructive nature, hypercoagulability 
exists in 60% and hypocoagulability in 10% within the 48 hours 
preceding the cerebral accident. Within the second and the third 
day, the frequency of hypercoagulability falls to 24% and that 
of hypocoagulability increases to 44%. By the fourth day, the 
frequency of hypercoagulability increases again and may reach 
53% in the third week. 

These observations lead the author to conclude that obstruc- 
tive cerebral accidents are more frequently accompanied by 
hypercoagulability than hemorrhagic cerebral accidents. Hypo- 
coagulability is observed in an appreciable number of patients 
with vascular accidents of thromboembolic origin and hyper- 
coagulability in accidents of hemorrhagic origin. These investi- 
gations have a great value from the therapeutic point of view 
in that treatment with anticoagulants is justified in cerebral 
embolism provided a continuous record of blood coagulability 
is kept. The value of the use of anticoagulants in patients with 
cerebral thrombosis is debatable, and from the second day, co- 
agulant treatment may be required. If the diagnosis is in doubt, 
neither coagulants nor anticoagulants should be given. 


Procaine and Alcohol Infiltration of the Brain.—The first at- 
tempts to treat intractable pains by this method were made by 
Mandel of Vienna in 1951 in patients with incurable cancer. 
In 1952, Buccaille reported to the French Society of Neurology 
the results of his own method of infiltration in cases of cancer 
when 30 to 60 mg. of morphine a day failed to give relief. He 
has been able to control the pain in 90% of such patients. The 
advantages of this treatment are its innocuousness, the fact that 
it produces no disorder of personality, and the fact that it is 
possible to repeat the infiltration in case of relapse. Buccaille 
emphasizes the rigorous technique necessary during the infiltra- 
tion and has constructed a special apparatus that he described 
in the Surgical Review for November and December, 1952 
(p. 348). 

At a meeting of the French Society of Gastroenterology in 
December, 1953, Cattan, Frumusan, and Buccaille reported four 
more cases in which prefrontal infiltration with procaine was 
used in patients with gastrointestinal lesions. In a 67-year-old 
man with chronic arthritis, persistent intestinal hemorrhage de- 
veloped. The two frontal lobes of the brain were infiltrated with 
15 cc. of a 1% solution of procaine. This was repeated two 
weeks later. The intestinal bleeding stopped completely, and 
the arthritis was sufficiently improved so that the patient was 
able to walk. These beneficial results were maintained for at 
least a year without the need for any other medication. The 
second patient, a 22-year-old woman suffered from hemorrhagic 
rectocolitis for eight months, during which time she required 
repeated transfusions. Infiltration of both frontal lobes with pro- 
caine resulted in cessation of the bleeding and healing of the 
rectal mucosa. A 58-year-old man had a massive hemorrhage 
from a duodenal ulcer. Infiltration of the left prefrontal lobe 
with procaine checked the bleeding. The fourth patient, a 74- 
year-old man, had a large gastric ulcer. Infiltration of both 
frontal lobes with procaine resulted in complete disappearance 
of pains, perfect tolerance for food, and cessation of bleeding. 
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Human Meningitis of Bovine Origin.—At a meeting of the Medi- 
cal Society of Paris Hospitals in November, Prof. P. Mollaret 
and Drs. L. Solomon and I. Solomon reported a new disease 
entity. This was the case of a laboratory assistant who, 13 days 
prior to admission, had had an attack of influenza with chills 
and a temperature of 102.2 F. This was followed five days later 
by dysphagia and an eruption consisting of red spots on the 
oroparyngeal mucosa. After a week of fever and four days of 
normal temperature, the fever recurred and the woman was 
brought to the infectious diseases clinic with positive Kernig and 
Brudzinski signs. She had oliguria, a temperature of 100.8 to 
102 F, and a pulse rate of 96. Her spinal fluid was under in- 
creased pressure and showed 194 lymphocytes per cubic milli- 
meter and 0.56 gm. of protein. She was given antibiotics. Her 
fever disappeared within 48 hours, but her intracranial hyper- 
tension persisted and her convalescence was slow. The cephalal- 
gia decreased slowly but was aggravated by the slightest change 
of position and was accompanied by nausea. A virus found in 
cattle was isolated from the patient. This disease may easily be 
confused with aphthous stomatitis or hoof-and-mouth disease. 
In veterinary medicine it is known as epizootic pseudoaphthous 
stomatitis of cattle. The causative virus is pathogenic for guinea 
pigs and rabbits. The authors believe that this disease some- 
times occurs in veterinarians and breeders at the site of bites or 
cuts, and they cite three such cases. This suggests the possible 
transmission of the virus indirectly through milk and butter. 


ITALY 


Clinical Endocrinology.—The Filippo Pacini medical academy 
met in Viareggio under the chairmanship of Professor Cantieri 
to discuss the relationships between the liver and the endocrine 
glands. Prof. Rosselli del Turco gave a report on the liver and 
its hormones and said that today endocrinology is no longer 
limited to the study of glands of internal secretion as it was 
in the past, when these glands were considered to be the only 
cause of endocrinological disorders. Today endocrinologists 
also study the complex extraglandular metabolism of the hor- 
mones. These cannot be considered simple “chemical mes- 
sengers” sent by the glands to stimulate the peripheral tissues 
but substances that during their presence in the organism per- 
form a complex metabolic transformation. One of the main 
organs in which these transformations take place is the liver, 
which can influence the function of the endocrine glands and 
probably also the receptivity of the peripheral tissues to the 
hormonal action. 

The numerous biological concepts of the last years on the 
relationships between liver and endocrine glands show that the 
liver can influence all the hormonal metabolism in its anabolic 
phase as well as, and mainly, in the intermediate and catabolic 
phases and that an experimental alteration of the liver can de- 
termine in the endocrine glands marked histological and func- 
tional alterations that very likely represent a defense mecha- 
nism against injuries of hepatic origin. 

Limiting the clinical report to some particular areas in which 
the pathogenetic importance of the relationships between the 
liver and the endocrine glands is more manifest, the speaker 
reviewed the present knowledge on the altered hormonal me- 
tabolism in cirrhosis and hepatitis and said that the latest 
studies in this field are in perfect agreement with what he had 
concluded in earlier experimental studies. Particular states of 
endocrine balance are present in hepatic cirrhosis. These states 
vary during the various phases of the disease and are partly due 
to an altered hepatic metabolism of the hormones and partly 
the expression of a defense mechanism against harmful hepatie 
influences. 

Gynecomastia should always be considered in the light of this 
altered hormonal metabolism. Rosselli del Turco’s explana- 
tion of this gynecomastia is far removed from the explana- 
tions that were given in the past. The importance. of the glands 
of internal secretion in the causation of water retention and 
ascites should also be considered in the light of altered endo- 
crine balance in cirrhosis. 
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The speaker also said that many conditions are present in 
the production of hepato-ovarian and cholecystic and ovarian 
syndromes. Among these he mentioned increased folliculin, a 
state of hepatocholecystic dysfunction, and an eventual ab- 
dominal hyperergic inflammation. Each of these may be con- 
sidered the cause and at the same time the effect of the others. 
Each patient should be treated on the basis of his particular 
findings. 

Professor Lunedei of Florence stated that when hepatic cir- 
rhosis develops in a diabetic patient he apparently recovers 
from diabetes mellitus. This recovery, which seems paradoxical, 
may persist even after treatment brings about a lasting regres- 
sion of the cirrhosis. According to the latest pathogenetic con- 
cepts, diabetes should not be considered the expression of the 
dysfunction of a single endocrine gland. Therefore, true pan- 
creatic diabetes should today be considered a rare clinical oc- 
currence because it requires that a functional excess of the 
diabetes-producing hormonal complex coexist with the pan- 
creatic lesion. As for the relationships between the liver and 
diabetes, those patients in whom diabetes and a hepatic-chol- 
ecystic alteration are present concurrently because of a simul- 
taneous inflammatory process must be clearly distinguished 
from those with entirely different clinical states in which a 
hepatocellular dysfunction appears in the complex interplay of 
the antagonistic hormonal forces whose imbalance determines 
diabetes. 


Society for Blood Transfusion.—The Italian Society for Blood 
Transfusion met recently in Rome under the chairmanship of 
Prof. Paolo Introzzi, who discussed hemolytic anemias due to 
autoantibodies. He said that the recognition of anemia caused 
by hemolysis due to autoantibodies is not new, because the con- 
dition was known in Chauffard’s time, but that interest in this 
subject has been renewed since the identification of a series of 
morbid conditions of which the main and determining factor 
is the formation of autolysins in the serum. Although these have 
not been clearly identified, they have been studied extensively 
by serologists and clinicians working in close cooperation espe- 
cially in the United States. 

These studies have indicated that the spleen does not always 
play a determining role in the production of hemolytic anemias. 
In fact, besides hemolytic anemias due to hyperfunction of the 
spleen (or hemocatheretic hyperactivity) that are benefited by 
splenectomy, there are hyperhemolytic anemias due to an in- 
trinsic defect of the red blood cells (Mediterranean anemia) and 
those due to an extrinsic factor acting on the normal erythro- 
cytes. This extrinsic factor may be due to the direct action of 
some chemical factors, bacterial or parasitic, or to physical 
agents such as warm and cold, or it may be elaborated by the 
organism itself during the course of an antierythrocyte auto- 
immunization; autoagglutinins and autohemolysins are thus 
formed that act on the erythrocytes, causing secondary sphero- 
cytosis and a lower resistance of the erythrocytes. In such cases 
splenectomy is not always indicated. The therapeutic problem 
is complex and has the following objectives: (1) the depression 
of the so-called mesenchymal aggressiveness to prevent the 
formation of the autoantibodies (treatment with corticotropin 
and mustard gas); (2) transfusion of washed red blood cells with- 
out plasma; and (3) an eventual splenectomy. Information on 
acquired hemolytic anemias is still vague and incomplete, and 
these forms cannot be studied without close collaboration be- 
tween the elinician and the serologist. 


NORWAY 


Framnes Hostel for Alcoholics.—This hostel, managed by a 
testamentary foundation, celebrates its 30th anniversary this 
year. Its medical adviser, Dr. C. J. Baklund, has recently re- ' 
viewed the experiences of this institution for the “open” care of 
alcoholics who are free to come and go as they like. They are 
hand-picked in that their capacity to enjoy considerable liberty 
is carefully scrutinized by the doctors recommending them for 
admission, but for various reasons, several new arrivals have to 
be rejected as unsuitable for “open” treatment. Most of those 
who remain tend on arrival to be suspicious and on the defensive 
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and to regard themselves as the innocent victims of unfortunate 
circumstances. They are encouraged to work and show initiative 
in entertaining each other. When leaving the hostel for short 
visits home, they were at one time provided with disulfiram 
(Antabuse) tablets, but these are now issued only at the patient’s 
request. The patients may be visited by their wives several days 
at a time, which has often been a satisfactory arrangement. Dr. 
Baklund does not encourage young patients to stay long at the 
hostel, having found that the recommendation of a prolonged 
stay has a depressing effect on the patient. Elderly patients, how- 
ever, may require more prolonged treatment. On the subject of 
systematic, serial psychotherapeutic treatment, Dr. Baklund is 
reserved, and though he is in favor of group treatment in the 
form of lectures followed by discussions, he finds that what his 
patients need most in this sphere is not so much psychic treat- 
ment in the hostel itself as a careful psychiatric examination and 
observation before admission with a view to a discriminating 
choice of institution for each patient. Dr. Baklund is in favor of 
an elaborate system for the care of alcoholics, with a central 
hospital for treatment and research and a variety of services 
ranging from the “open” hostel to the labor camp, with effective 
follow-up supervision. 


Cytological Diagnosis of Cancer of the Lungs.—Two recent 
studies, one at the Haukeland Hospital in Bergen and the other 
at the Radium Hospital in Oslo, show important differences of 
opinion over the value of a microscopic examination of the 
sputum and bronchial secretions as a test of lung cancer. Dr. 
J. R. Myhre of Haukeland Hospital has reported on the 47 pa- 
tients with bronchial carcinoma treated in the period 1948 to 
1952. He found that in the few patients in whom smears from 
bronchial secretions had indicated malignant disease, this con- 
dition was indicated with certainty by other tests or criteria. He 
admits, however, that faulty smears were to blame for some 
failures. Far more encouraging is the study by Dr. R. Eker and 
Dr. O. T. Messelt of the Radium Hospital. From January, 1951, 
to December, 1953, they submitted 498 patients to systematic 
cytological tests for lung cancer. They are greatly impressed by 
both the simplicity and effectiveness of the sputum test, which 
was successful in demonstrating cancer of the lungs in 82% of 
the patients examined. The corresponding figure for smears of 
bronchial secretions was 85.7%. To make sure that the sputum 
comes from the depths of the respiratory tract, the microscopist 
looks for pigment macrophages in a smear. Their absence is an 
indication for taking another sample of sputum. Several smears 
must be taken, and at the Radium Hospital from 4 to 16 smears 
from each sample of sputum are examined. Smears from bron- 
chial secretions are examined from two to six times for each 
sample. Dr. Eker and Dr. Messelt stress the importance of the 
sputum test on account of both its effectiveness and its sim- 
plicity, which puts it at the disposal of all doctors unequipped 
with special instruments for the purpose. 


TURKEY 


Diphtheria Survey.—In the Bulletin of Hygiene and Experi- 
mental Biology, vol. 13, no. 3, Dr. N. Akyay reported a diph- 
theria survey covering the last decade. In view of the fact that 
many rural communities have no laboratories, the number of 
cases was probably higher than reported. The fact that light 
‘cases of diphtheria are often not immediately recognized proba- 
bly accounts for a comparatively high case fatality rate. The 
diphtheria season in Turkey begins in November and reaches 
its peak in February. During the summer months, isolated cases 
occur in urban communities. In 1935, there were 1,345 cases 
of diphtheria with a case fatality rate of 14%; and in 1940, 
there were 928 cases with a case fatality rate of 12%. In 1950, 
there were 1,242 cases, in 1951, 1,316 cases, and in 1952, 1,562 
cases with case fatality rates of 10 to 13%. From 1942 to 
1952, there were 2,112 cases with 70 (3.3%) deaths in Istan- 
bul, 1,653 cases with 112 (6.7%) deaths in Ankara, and 553 
cases with 81 (15%) deaths in Izmir. Fifty-two per cent of the 
cases of diphtheria occurred in the three largest cities. In Feb- 
ruary, 1953, four cases of diphtheria occurred at a primary 
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school in Ankara. Examination of all 489 pupils revealed 31 
carriers, including the 4 patients. Typing of the strains at the 
Ankara Medical Faculty Microbiology Institute revealed 6 
strains of virulent bacilli and 12 of the intermediate type. Dr. 
Asim Istanbullu, in his 1945 survey, found 2 gravis and 39 
mitis types. Only patients with virulent bacilli were hospitalized. 
Those with other types were isolated at home or treated at 
dispensary and excluded from school. Carriers not immunized 
were given 1,000 to 5,000 units of antitoxin. Members of the 
carriers’ families were given the Schick test, and those with 
positive reactions were immunized. Carriers of nonvirulent 
bacilli were given 2 to 5 million units of penicillin, their nasal 
cavity and pharynx were sprayed with penicillin solution fol- 
lowed by acriflavine (Trypaflavin) instillation, and their tonsils 
were swabbed with methylene blue solution and honey. In most 
cases, cultures became negative within three weeks, but in one 
case the culture remained positive for 50 days. 


Effect of Streptomycin and Chlortetracycline (Aureomycin) on 
Glanders.—In the same bulletin, Dr. M. Akman described a case 
of glanders successfully treated with streptomycin and chlor- 
tetracycline. Twenty-five days prior to admission to the hos- 
pital, the patient, a 39-year-old farmer, noticed a painful red 
swelling below the left elbow and, 10 days later, a painful red 
swelling below the left knee. On admission, he had a tempera- 
ture of 101.3 F, but no chills. The swellings were hot, sensitive, 
and fluctuating. The surrounding lymph nodes were enlarged. 
The abscesses contained thick, yellow pus. Microscopic exami- 
nation revealed many pus cells, but no micro-organisms. Cul- 
tures of the pus were negative. For six days the patient was 
given a daily dose of one million units of crystalline penicillin 
and 1 gm. of streptomycin intramuscularly. Twelve days later, 
cultures of the discharge from the abscess cavities revealed 
gram-negative nonmotile bipolar bacilli. Further investigation 
at the Ankara Rafik Saydam Institute of Hygiene confirmed 
the diagnosis of glanders. Concurrently the complement fixation 
test at the Ankara Military Veterinary Biology Institute showed 
a negative reaction, but the agglutination test was positive at 
a titer of 1:1,500. The patient was then given streptomycin 
and chlortetracycline and no other medication. For 40 days, 
he received a daily dose of 1 gm. of streptomycin intramus- 
cularly and 1 gm. of chlortetracycline orally. This was followed 
by a daily dose of 1 gm. of chlortetracycline for 11 days and 
1 gm. of streptomycin every other day for the same period. 
During his 93 days at the hospital the patient received 51 gm. 
of streptomycin and 77 gm. of chlortetracycline. He became 
afebrile, and no side-effects from the drugs occurred during the 
therapy. The abscesses were completely absorbed, and no others 
developed. There was no indication that the internal organs 
were affected. Examination three months after discharge from 
the hospital revealed negative cultures of the blood and nasal 
secretion and a negative complement fixation test. The aggluti- 
nation test was positive at a titer of 1:1,000. The patient had 
been infected by a horse that had chronic glanders. 


Multiple Gastric Ulcers.—At the monthly staff meeting of the 
Ankara General Hospital, Dr. N. Tashkiran reported a case of 
multiple gastric ulcers. A 30-year-old man complained of inter- 
mittent epigastric pain that had no relation to taking food. He 
had no nausea, vomiting, hematemesis, or melena, but was 
slightly emaciated. Radiographic examination of the stomach 
revealed coarse twists at the fundus ventriculi, a deformed 
duodenal bulb, gastritis, and delayed emptying. The patient was 
treated medically, and a year later, because of increased epi- 
gastric pain, he returned to the hospital. Surgical treatment 
was advised. Laparotomy revealed pyloric stenosis, a deep 
ulcer, and shrivelled serous membranes. The ulcer with two- 
thirds of the stomach was resected; this was followed by 
anastomosis at the jejunum. Inversion of the resected part 
revealed a deep ulcer at the pylorus and a row of ulcers at 
the antrum, 32 in all, ranging from the size of a lentil to the 
size of a dime. Multiple gastric ulcers are often encountered, 
but that there should be so many in a patient who had no 
hematemesis and no melena is rare. Recovery was uneventful. 
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ANESTHESIA AND CESAREAN SECTION 


To the Editor:—As the chief of the anesthesiology service at 
Columbia Hospital in Washington, D. C., I was interested in the 
article entitled “Spinal Anesthesia in Cesarean Section” by Dr. 
Donald W. deCarle in the Feb. 13, 1954, issue of THE JOURNAL. 
We have passed through the stages of using first general anes- 
thetics for cesarean sections, then spinal anesthesia, and now 
general anesthesia. 

The report seems to reveal an effort to fit the patient to the 
anesthetic instead of the anesthetic to the patient. We use gen- 
eral anesthetics in the majority of our cases and reserve spinal 
anesthesia for selected cases, such as marked prematurity and 
for patients who have had recent meals or who have respiratory 
infections. Our results, both as to maternal mortality and in- 
fant mortality, compare favorably with those of any other in- 
stitution. It has been my view, after reading numerous articles 
and speaking to numerous obstetricians and anesthesiologists, 
that obstetricians are more enthusiastic about the use of spinal 
anesthesia than anesthesiologists. What could be more ideal to 
an obstetrician than giving the patient a spinal anesthetic and 
doing a section on a patient who has been given an anesthetic 
that has no effect on the infant and that, according to the author 
of the article in question, has a 100% result as far as the mother 
is concerned? Unfortunately, very few others can show as good 
results. 

The author lists under general anesthesia one death in 18 
months from aspiration and two instances in which bronchos- 
copy was required. What were the results in the preceding 5 
or 10 years? We often have all our bad luck in a short period 
of time, so the author’s figures mean practically nothing to me. 
I can cite one death with the patient under spinal anesthesia 
for cesarean section and one near death, both of which oc- 
curred in one day at another hospital in Washington, D. C. In 
a period of one year, we had another patient in whom such 
severe hypotension developed that she never completely recov- 
ered her cerebral function despite heroic treatment and two 
more patients who are living today only through the grace of 
God. Certainly these complications over a period of a year are 
as serious as the author’s two that required bronchoscopy. 

My idea of an ideal anesthetic is one that produces the de- 
sired result with the fewest physiological changes in the body. 
Pregnant women have very labile blood pressure, and any drug 
that affects the sympathetic control of blood pressure causes 
a fall in blood pressure of the pregnant woman out of propor- 
tion to the height of the anesthetic. One cannot read a single 
article in which some mention is not made of the fall in blood 
pressure in sections performed with the patient under spinal 
anesthesia, many of them to shock level, and the author’s article 
in THE JOURNAL makes note of shock from spinal anesthesia. 
To the anesthesiologist, or any physician, this should be a seri- 
ous problem and should not be passed off lightly—yet the author 
does. The anesthesiologist often combats the man-produced 
shock and all ends well, with the obstetrician knowing little 
about what has happened. We consider surgical shock a serious 
problem, so why should we purposely, by means of an anes- 
thetic, instigate shock and call the anesthetic the one of choice. 
If their operators can deliver the baby in 4 to 12 minutes, why 
subject all section patients to spinal anesthesia, with its head- 
aches, neurological complications, the possibility of severe hypo- 
tension in a large percentage of cases, and the psychic trauma 
to the patient while lying awake? In 4 to 12 minutes little of the 
anesthetic reaches the baby, and, as we do, preparing and 
draping the patient before starting the anesthetic, the surgery is 
Started in 1 to 2 minutes after the anesthetic is given intra- 
venously. 

In the article the author states that 21 deaths among 111 pre- 
mature infants delivered by section after complicated labors 
was not considered a high mortality rate by the pediatric staff. 
To the pediatric staff may I say, our mortality in such cases and 
using general anesthetics is not so high, and we do not just be- 
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lieve it, we can show figures. The mortality of the infant de- 
livered by section is determined a great deal by its care in the 
first 24 hours. All babies delivered by section, regardless of 
weight, are treated as premature infants for 24 hours. Their 
stomachs are suctioned, and the infants are placed in a heated 
crib and given 100% oxygen. 

As to the use of spinal anesthesia for relaxation, the pregnant 
patient is already relaxed. By using relaxing drugs when nec- 
essary, we obtain relaxation that is as good as that with spinal 
anesthesia. Granting that the patient must be relaxed, I cannot 
see how the author can state that lower spinal anesthesia may 
be used when performing Pfannenstiel’s incision. After all, it is 
the muscles that must be relaxed, not the skin, and the rectus 
muscle is supplied by the 7th to the 12th intercostal nerves, 
regardless of the skin incision. 

It has been my experience that often the obstetrician who 
demands that a spinal anesthetic be given to his patient before 
cesarean section is the same one who sedates his patient heavily 
in labor. Every time the patient moans or groans, she is given 
more sedation by any route available. This same physician has 
no fear of the effect of these long-acting and intermediate-act- 
ing barbiturates on the baby, but he shudders with fear of the 
effect of thiopental (Pentothal) sodium, a short-acting barbi- 
turate, on the baby delivered by section. It is realized that some- 
times an effort has been made to deliver the infant normally, 
but, in any institution where the section rate is over 4 or 5%, 
a large number of the babies have not undergone the rigors of 
labor or blood loss. They are normal, unharmed, term infants, 
so why the inconsistency in the labor room versus the operating 
room? 

My lengthy discussion of this article is my opinion and mine 
alone. I believe that, if one uses a general anesthetic in sections 
as the one of choice and uses spinal anesthesia only in indicated 
patients, such as one who has eaten, then the maternal and fetal 
mortality will not be so great as that with spinal anesthesia 
alone, and certainly the morbidity will not even be close. To 
me, a headache from spinal anesthesia is not only a headache 
to the patient but a headache to me; myelitis is as serious as 
atelectasis; and a death from shock of spinal anesthesia is as 
serious as one from aspiration. 

ALLEN WIDoME, M.D. 
Chief, Anesthesiology Service 
Columbia Hospital 
Washington, D. C, 


FREQUENCY OF GASTROJEJUNAL ULCERS 
FOLLOWING SIMPLE GASTROENTEROSTOMY 
FOR DUODENAL ULCERS 


To the Editor:—In an interesting paper entitled “Vagotomy as 
a Prophylactic and Curative Procedure in Peptic Ulcer” (THE 
JOURNAL 153:993 [Nov. 14] 1953), Walters and Chance refer to 
my paper on the “Frequency of Gastrojejunal Ulcers” that was 
published nearly 20 years ago (Surg., Gynec. & Obst. 40:70 |Jan.] 
1925). They quote from this paper the fact that recurrent ulcera- 
tion was proved by operation in 18% of the cases and suspected 
clinically in another 16% of the cases, a total of 34%. In dis- 
cussing these figures, they state: “Although mention is not made 
of the nationality of the patients in the reports from Mount Sinai 
Hospital, it may be assumed that the majority were Jews, among 
whom recurrent ulceration is greatly increased.” May I point out 
again (as I have done previously on a number of occasions) that 
the frequency of gastrojejunal ulcers following gastroenter-. 
ostomy does not vary whether the patient is a Jew or a gentile. 
The incidence will rise or fall with the care and thoroughness 
with which follow-up is maintained in the hospital. 

This same question, the frequency of gastrojejunal ulcers 
among Jews, was raised as far back as 1927 by the late Dr. 
Woolsey, (Surg., Gynec. & Obst. 42:90 |Jan.] 1926). At that time 
I wrote to Haberer, who is known for his pioneer work in sur- 
gery for duodenal ulcers, and received the following unequivocal 
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answer: “The statement that gastroenterostomy is followed by 
worse results in Jewish than in other patients is absolutely in- 
correct. I have among my patients less than 2 per cent of Jews; 
among those there are a number of gastrojejunal ulcers. These 
patients are as healthy today, following a gastric resection, as 
the gentile patients. I have never noticed any difference as to 
operative results between Jewish and gentile patients.” Prof. 
Raffaele Bastianelli, one of the leading surgeons in Italy, whom 
i consulted in 1926 on this matter, told me that he was under the 
impression that difficulty arose in 25% of his gastroenterostomy 
patients, probably as a result of gastrojejunal or jejunal ulcers. 
He stated that there were almost no Jews among his patients. 
Both these letters were included in my paper “Gastroduodenal 
Ulcers: Partial Gastrectomy versus Gastro-Enterostomy in Their 
Surgical Treatment,” in THE JOURNAL, Nov. 12, 1927. It seems 
of interest to point out that Bastianelli’s figures were practically 
identical with mine. 

As far back as 1914, Dr. A. A. Berg organized the follow-up 
clinic for our service. There the members of the gastrointestinal 
group, both medical and surgical, assembled once a week. Re- 
turning patients were interviewed by the same clinical groups 
that had taken care of them in the hospital. As we always felt 
that a follow-up by letter was of limited value, no patient was 
included in our follow-up statistics who had not been inter- 
viewed personally by our group. Thus, we detected a number of 
gastrojejunal ulcers in patients who were relatively asymptomatic 
and in whom the diagnosis would probably not have been estab- 
lished by a letter follow-up. 

No patient whose operation was more recent than five years 
was included in our studies. Even such five year follow-ups do 
not present final results. Only last week I saw a patient in whom 
a gastrojejunal ulcer developed after a gastroenterostomy per- 
formed 19 years ago. I think it is fair to state that, at the time of 
publication of my paper (1925), very few hospitals had a per- 
sonal inierview follow-up system. Therefore, the figure of 2%, 
usually quoted in the early 20's as the incidence of gastrojejunal 
ulcer following gastroenterostomy, was based on insufficient 
evidence. When follow-up clinics, worthy of the name, were 
established, the incidence of gastrojejunal ulcer began to rise 
rapidly, and figures, even higher than the 34% quoted above, 
have been published during the course of the last 30 years. 


RICHARD LEWISOHN, M.D. 
20 E. 76th St., New York 21. 


CIVIL DEFENSE 


To the Editor:—J. F. More’s article “A Civil Defense Director 
Looks at the Medical Problem” (J. A. M. A. 153:1007 [Nov. 
14] 1953) merits comment. The author is justly proud of the 
work in Toledo, Ohio, in civil defense, and his article is well 
written. However, there is in this “Toledo Plan,” and equally 
in all other civil defense plans that I have seen, one very grave 
and vital flaw that must be mentioned in the hope that remedial 
planning may be accomplished, before it is too late. 

; Anyone who saw first-hand, as did I, the bombing of British 
cities or who viewed the German Rhineland at the close of 
World War II learned one simple fact, that after a mass bomb- 
ing, or an atom bombing, any disaster relief and civilian service 
plan, predicated on the accomplishment of such measures from 
within the target city, by its inhabitants and by use of materiel 
and facilities stored within that target city, is doomed to utter 
failure. Chaos and panic are certain to prevail immediately after 
such a*bombing. Motor vehicles, supplies, and facilities, within 
several thousand yards of the bomb blast, will be destroyed, 
ruined, or rendered useless; the streets will be blocked by debris 
and refugees; the defense teams will not be able to assemble 
at designated points with promptitude—even if a majority of 
such workers survive the explosion and are in fit condition to 
serve; and first aid stations (previously designated) will not be 
usable, or approachable, in most cases. 

All we need to do is read the story of relief and rescue work 
after floods along our great rivers or in such emergencies as 
‘the ammunition explosion at Perth Amboy, N. J. to learn that 
the effective relief has to come from beyond the devastated area. 
Assuredly, there is work to be done within the bombed area 
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or city by the survivors among the inhabitants previously organ. 
ized and trained therein. This would, seemingly, be concerneq 
with traffic control, routing, refugees from the bombed area 
clearing of routes for incoming relief vehicles and teams, com, 
bined with police and guard duties, rescuing persons from co}. 
lapsed or burning structures, etc. But, at this juncture, | have 
yet to see any plan whereby the civil defense of Toledo is readied 
to go to the aid of Columbus, or some other Ohio city. [ haye 
seen no such plan anywhere else. 


ALBERT G. HuLetTT, M.D. 
184 Tremont Ave., Orange, N. J, 


VERRUCA PLANTARIS 


To the Editor: Since publication of my article “New Approach 
to the Treatment of Intractable Verruca Plantaris (Piantar 
Wart)” (J. A. M. A. 152:1202 [July 25] 1953), the propriety 
of the title has been justifiably questioned; notwithstanding the 
fact that I stated in the text “It is open to question whether 
many of these growths are verrucae.” The title was chosen 
because of common usage of the term in discussion and ip 
the literature as exemplified by the references to the literature 
in my paper. I am now more firmly convinced that mismanage- 
ment of this problem has been due largely to faulty diagnosis 
and erroneous terminology. The condition discussed in the 
paper has been consistently diagnosed and classified as verruca 
plantaris and so treated, with the tragic result that it often be- 
comes intractable from the treatment and failure to remove 
the cause. From the evidence I have been able to obtain, it 
appears that intractable types of growth under the three middle 
metatarsal heads are rarely, if ever, neoplastic, but they are 
a reactive keratosis due to continuous pressure on a pivotal 
weight-bearing condylar process that result in displacement 
of the epithelium of the skin and subcutaneous tissue by fibrous 
connective tissue. Extensive invasion of fibrous connective 
tissue in the stratum corneum may become frayed from fric- 
tion, appear cauliflower-like, and resemble verrucae, with the 
result that it is so diagnosed and mistreated. 

My experience with this problem has been greatly enhanced 
since the article appeared, and the evidence is clearer than 
ever that amputation of the offending condyle followed by use 
of a Thomas bar or padding to relieve weight-bearing on the 
keratosis for a few months will dispose of most or all of these 
cases. 

HEnrI L. Du Vries, M.D. 
25 E. Washington St., Chicago 2. 


ELECTROSURGICAL OBLITERATION OF 
THE GALLBLADDER 


To the Editor:—This concerns Dr. Max Thorek’s paper on elec- 
trosurgical obliteration of the gallbladder appearing in the Feb. 
27 issue of THE JOURNAL. I would like to take exception to sev- 
eral statements and point out several inaccuracies. 

First the mortality following classic cholecystectomy does not 
remain high, “around 10%.” It is probably less than 1%, and 
even in early surgery for acute cholecystitis it is reported to be 
about 1.5% for patients under 50 and between 5 and 6% in 
patients over 50 (Mustard, R. I., and Custer, H. R.: Surg., Gynec. 
& Obst. 95:59, 1952). Second, I believe any tissue whether killed 
by cautery or coagulation will slough and will increase rather 
than decrease chances of secondary bleeding and infection. Cer- 
tainly these gallbladders should be drained. Third, Dr. Thorek 
points out that it is first necessary in his technique to ligate the 
cystic duct and artery; therefore, the most hazardous part of 
the operation is not eliminated. 

I believe that most surgeons will agree that there is no substi- 
tute for clean, sharp dissection and accurate hemostasis at the 
time of operation and that lesser methods invite, rather than 
decrease, postoperative complications. 


EDwWarRD W. SICKELS, M.D. 
205 Medical Center Bldg., Medford, Ore. 
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RESIDENCY TRAINING IN PEDIATRICS 


At a recent meeting of the Residency Review Committee for 
Pediatrics the following policy was adopted: 1. Effective March 
1, 1954, hospitals making initial application for residency train- 
ing in pediatrics must qualify for two year approval (i. ¢., no 
new approvals for one year will be granted). 2. Those hospitals 
now approved for residency training which are reinspected after 
the above date must qualify for two year approval or lose their 
approved status. 3. All hospitals must have qualified for two 
year approval by June 30, 1957. 

This committee, with representatives from the American 
Board of Pediatrics and the Council on Medical Education and 
Hospitals of the American Medical Association, has been estab- 
lished to review and pass on all applications for approval of 
residency training in pediatrics, acting in behalf of the two 
parent organizations. In adopting the present policy, the com- 
mittee has had the assurance of the board that residents cur- 
rently serving in hospitals approved for one year of training and 
residents appointed to begin their service on or before July 1, 
1954, will receive credit for one year of training whether or not 
the approved status of the program may be terminated prior 
to completion of their appointment. The board will also con- 
tinue to grant credit for training in hospitals presently approved 
at the one year level whose programs are not reevaluated on the 
basis of inspection during the residency year 1954-1955. 

This policy was adopted to insure that residents receive in- 
tegrated training during their two year service, with graded 
responsibility and continuity of supervision. The requirement of 
a fully organized two year program is in accord with the prin- 
ciple adopted in other specialties of granting approval only on 
the basis of a fully organized program. 
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MEDICOLEGAL ABSTRACTS 


Federal Food, Drug, and Cosmetic Act: Misbranding of Drugs 
by Hoxsey Cancer Clinic.—The United States sought the in- 
junctive relief provided by the Federal Food, Drug, and Cos- 
metic Act to prevent the Hoxsey Cancer Clinic and Harry M. 
Hoxsey from introducing or delivering for introduction into 
interstate commerce bottles of brownish-black and pink colored 
liquids intended for use in the treatment and cure of cancer 
in man. From a judgment in the trial court denying the issu- 
ance of the injunction, the United States appealed to the United 
States court of appeals, fifth circuit. 

The plaintiff alleged that the drugs, which are distributed and 
dispatched to physicians, practitioners, and other persons by the 
defendants are misbranded because their labeling, specifically 
a booklet accompanying them, contains “general and specific 
statements which represent and suggest that said drugs are 
efficacious in the treatment, mitigation and cure of cancer in 
man, which statements are false and misleading since said drugs 
are not efficacious in the treatment, mitigation and cure of 
cancer in man.” 

The claim of specific misrepresentations is predicated on the 
contention that a division of the contents of the booklet, which 
includes the listing of persons with their post office address and 
statement of the portion of the body on which the cancer ap- 
peared, reprint of proceedings and testimony of patients there- 
upon given, “before and after” treatment photographs and com- 
ment thereon, and the invitation to write to the persons listed 
“requesting first hand testimony regarding our treatment” when 
read in conjunction with the statement “‘we wish only to pre- 
sent the facts and records of results and benefits received by 
those who have taken our treatment’ leaves the clear representa- 
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tion that the persons named were cured of cancer by the Hox- 
sey drugs.” The truth is said to be that “any of these specific 
representations are downright falsehoods.” The position of the 
defendants is that, as to the claim of general representations, 
the contents and statements of the booklets, considered as a 
whole, expressly deny that the medicines will cure all cases, 
but only that they cure some, do not cure some, and “relieve 
some somewhat.” The defendants’ argument is mainly that by 
use of the word “patients” in reference to the persons listed in 
the booklet there is removed any idea that such persons have 
been cured. Running through the entire defense is the claim 
that the medicines and supportive treatments produce a higher 
percentage of more satisfactory results in the treatment of cancer 
than is secured by the other methods of treatment more gen- 
erally employed of either x-ray, surgery, radium, or, in some 
instances, use of some of the byproducts of atomic bomb pro- 
duction. These so-called orthodox methods are criticized as in- 
effective and in some cases positively harmful, whereas de- 
fendants contend their treatment does not have such harmful 
results and yet secures a higher percentage of cures. Actually 
controlling here, said the court, is the question of whether the 
government maintained either or both of its positions that the 
medicines in question were not efficacious in the cure of can- 
cer in man, and that, in any event, assuming that its claim of 
specific representation had been established, it had proved such 
representation to be false. 

Two liquid medicines that are shown to have been distributed 
by the defendants in interstate commerce for use in treatment 
of cancer are involved in this action. One is a black, or brown- 
ish-black mixture; the other a pink medicine. Their respective 
formulae are neither secret nor contested. The analysis of 
samples of the drugs showed that the proportion of ingredients 
of the black medicine varied, but that it contained potassium 
iodide and extracts from prickly ash bark, buckthorn, red clover 
blossom, alfalfa, and cascara sagrada. The pink medicine con- 
tained potassium and lactate of pepsin. These drugs are shipped 
in 16 oz. bottles. They are shipped in diluted form to patients, 
and in concentrated form to osteopaths with direction to add 
enough water or elixir of pepsin, as the case may be, to make 
a gallon, The government introduced the testimony of highly 
qualified and experienced experts as to the pharmacological and 
pathological reaction and effect of the drugs in the Hoxsey medi- 
cines. One of these experts testified that potassium iodide could 
cause untoward reactions in most people. The amount received 
from the black medicine, when taken as recommended, could 
cause damage in some people. There is no basis for-therapeutic 
use of the drugs found in the medicines, alone or in combina- 
tion, in the treatment of cancer. A pathologist testified that 
potassium increases the rate of growth in cancer and is not 
advisable in cancerous patients. Another expert testified that the 
recognized and only accurate method of diagnosing cancer is 
by a biopsy examination of the tissue, made by someone who 
has made a special study of the process. He stated that he knew 
of no medicine taken orally that would cure cancer, and he 
considered that there are two different methods of curing cancer 
known today: “One of them is by removing the tumor by sur- 
gery, generally, and the other one is by using radiation therapy, 
which constitutes x-ray, radium, and more recently some of the 
products, by-products, of the atomic bomb production.” This 
latter witness was one of the five directors and medical con- 
sultants at the Atomic Energy Plant at Oak Ridge, Tenn. The 
government also presented testimony in the form of case his- 
tories of 16 persons who had taken the Hoxsey medicine for 
treatment of internal cancer. Nine of these persons are among 
those listed in that part of the booklet that the court has held 
to constitute specific representations of cure. The voluminous 
evidence showed physical examination and the making of the 
biopsy and pathological examination of the tissue. The evidence 
also showed that where actual malignancy was present it was 
neither retarded nor cured by the use of the Hoxsey medica- 
ments or that there was no malignancy. Certain of the persons 
who had cancer were operated on for cancer, or died, while 
taking the Hoxsey treatment; one patient with cancer declined 
surgery, used the Hoxséy medicament, but died of cancer; and 
one regressed while taking the medicament but improved with 
subsequent x-ray therapy. Each of these critical circumstances 
was shown by the testimony of examinations and diagnoses by 
physicians and pathologists and by scientific examination. All 














1304 BUSINESS PRACTICE 





the tests were done in accordance with the generally accepted 
and approved methods and means of ascertaining and deter- 
mining the facts in such instances, 

The defendants countered the case of the government with 
testimony about 22 cases of claimed cancer cure as well as the 
testimony of three osteopaths, Dr. Durkee, the director of the 
Hoxsey Clinic, Dr. Macauley, a general practitioner of Jeffer- 
son City, Mo., and Dr. Downs of Denver, Colo. 

Our consideration of the record and the nature of the issues 
involved, said the court, has led to the firm conclusion that the 
trial court’s findings of fact that the representations in the label- 
ing were neither false nor misleading, and that the brownish- 
black and pink colored medicines were efficacious in the cure 
of cancer in man are clearly erroneous. It is clear that, without 
regard to any general rule of admissibility of the testimony of 
laymen as to the existence of disease or physical injury or as 
to the curative effect of drugs, when the subject of investigation 
is the existence of cancer, the personal testimony of the lay 
sufferer is entitled to no weight, since the overwhelming pre- 
ponderance of qualified opinion recognizes that not even the 
experts can assuredly diagnose this condition without the aid of 
biopsy and pathological examination. Hearsay testimony of what 
such a person has been told by a physician is entitled to no 
greater weight. Except for such testimony and the testimony of 
the three osteopaths, two of whom did not claim to be experts 
on the diagnosis and treatment of cancer and the third of whom 
is a definitely interested witness who testified as to ability to 
diagnose contrary to all accepted scientific knowledge, the testi- 
mony on behalf of the government in the full and complete 
establishment of its case of misbranding is not substantially dis- 
puted. On the entire evidence, said the court, we are left with 
the definite and firm conviction that a mistake has been com- 
mitted. We recognize, as we must, that the cause, effect, and 
cure of cancer are so obscure and indefinite that there obtains 
in the entire subject an area of the unknown. It is, nevertheless, 
the duty of a court in making determination of questions of 
such great public moment as those that now confront us to give 
weighty consideration to the experience of the past and the 
accepted view and findings of science as held and confirmed by 
such experience and as likewise shown by the weight of the 
testimony to be applicable to the specific facts of this case. In 
this, as in other similar matters, the fact that not all is known 
about the subject does not require us to disregard that which 
is known and established. We do not have for consideration 
the merits of any claimed newly discovered, or secret, drug, or 
cure. The case involves the efficacy of only well known drugs. 
As a cure for cancer these have been weighed and found wanting. 

The court of appeals accordingly concluded that the case 
required the issuance of an injunction and that the trial court's 
failure to order one evidenced an abuse of discretion. The judg- 
ment of the trial court was therefore reversed and the cause 
remanded with the direction that the trial court order the in- 
junction requested.—United States v. Hoxsey Cancer Clinic, 198 
F. (2d) 273 (1952). 
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MOTION PICTURE REVIEW 


The Skeleton: 16 mm., sound, black and white, showing time 12 minutes. 
Collaborator: Carl E. Mason, M.D., University of Rochester. Produced in 
1953 by and procurable on rental or purchase from Encyclopaedia Bri- 
tannica Films, 1150 Wilmette Ave., Wilmette, II. 


This film describes in detail the formation, growth, develop- 
ment, and function of the human skeleton. Photomicrography 
and animated drawings reveal what bones consist of and how 
they grow. Dramatic motion picture x-ray photography shows 
how joints move. Attention is called to the role of proper food 
and good posture in the correct development of bone. The best 
features of the film are the pictures of the athletes and dancers, 
the moving x-ray sequences, and the views of the skeleton. The 
weakest part of the film is the concluding section on posture, 
which is too brief to be convincing and contains some conven- 
tional ideas for which practical justification is lacking. For 
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example, it is useless to recommend particular gaits and postures 
in the presence of environmental situations that make such 
posture fatiguing and unnatural. This film will be of greatest 
use to high school students and possibly seventh and eighth 
grade children. Considering that this is to prepare them for 
life and to warn them against occupational situations both jn 
industry and in the home that would impair their posture 
and development, some alteration of the closing sequences js 
recommended. 
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The following material is based on a public relations manual 
issued by the Public Relations Department of the American 
Medical Association. —ED. 


GREETING PATIENTS 

A businessman who went to see his physician recently wrote: 
“T entered a deserted waiting room. There was no receptionist, 
The only indication of human habitation was a placard on a 
doorknob stating ‘Doctor Is In.’ So I sat down, wondering 
whether I should make my presence known. But how? Should 
I go over to the door and knock or open it a crack? I picked 
up a magazine but could not concentrate. My irritation was 
growing. I waited ten minutes, wondering how the doctor would 
know I had arrived. Another ten minutes passed—by that time 
I felt like the forgotten man!” 

This treatment does not endear a physician to his patients. 
If a doctor does not have a receptionist, he may place a reg- 
ister in his reception room with a sign above it, clearly saying: 
“Please sign the register when you arrive. The doctor will see 
you shortly” or “Please ring the bell and be seated. The doctor 
will see you in a few minutes.” Some doctors make use of a 
register composed of small slips so perforated that they can 
easily be torn off. The patient announces himself by writing his 
name on the slip, tearing it off, and pushing it through a mail 
slot in the door to the inner office. There are various ways in 
which this can be done without destroying the privacy of the 
consultation room. Any of these devices will make the patient 
feel that he is expected and will be seen as soon as possible. 

If a receptionist is employed to greet the patients, she should 
be trained in the art of welcoming them. Her desk should be 
so placed that she can see all newcomers, yet converse with 
patients with some degree of privacy. Patients have a right to 
expect courtesy in the doctor’s office. They have come, as con- 
sumers, ready to purchase medical service. Each person should 
be greeted with courtesy and friendliness. Rich or poor, every 
patient should be treated with the same consideration and rec- 
ognized as an individual. When the receptionist greets patients, 
she can use a typical welcome: “Good morning, Mrs. Smith. 
You are right on time! The doctor will see you in just a few 
minutes. Won’t you sit down? There are some new magazines 
on the table. . . .” Then, when the doctor is ready to see Mrs. 
Smith, the receptionist should usher her into his office. If she 
is a new patient, introductions should be made, just as if a 
guest were being introduced to a host. 

When there is no receptionist, the doctor himself must assume 
the full responsibility for greeting his patients. After checking 
his appointment book to determine who is next on his schedule, 
he can step to the door of his waiting room and with a friendly 
smile announce the patient’s name in such a way as to indicate 
a greeting and that he is ready to see her. The wise physician 
and receptionist soon become acquainted with most of the pa- 
tients so that on second visits something personal can be added 
to the greeting. For example: “How’s that son of yours getting 
along at the university?” Without wishing to appear overcurious 
about a patient’s personal life, a little conversation about her 
family, hobbies, or work will prove that she is recognized as 
an active, interesting person and give the physician a greater 
insight into her personality. To keep track of such information, 
a key word or two may be jotted’down on each patient’s case 
history. It’s a simple technique for developing that “personal 
touch” that means so much in creating a good doctor-patient 
relationship. 
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A.M.A. Arch. Neurology and Psychiatry, Chicago 
71:1-134 (Jan.) 1954 


Conduction of Pain in Man: Observations on Its Afferent Pathways 
Within Spinal Cord and Visceral Nerves. J. C. White.—p. 1. 

The Initial Interview. W. J. Hendrickson, R. H. Coffer Jr. and T. N. 
Cross.—p 24. 

Chronic Progressive External Ophthalmoplegia: Clinical and Neuropatho- 
lovic Report. G. A. Schwarz and C.-N. Liu.—p. 31. 

Isoniazid in Treatment of Chronic Schizophrenic Patient. I. F. Bennett, 
PD. Cohen and E, Starer.—p. 54. 

Pathological Changes in Neurons, Neuroglia, and Blood-Brain Barrier 
Induced by X-Irradiation of Heads of Monkeys. C. D. Clemente and 
E. A. Holst.—p. 66. 

Effect of Atropine on Blood Pressure of Patients with Mental and 
Emotional Disease. A. Hoffer.—p. 80. 

*Role of Intrathecal Detergents in Pathogenesis of Adhesive Arachnoiditis, 
R. M. Paddison and B. J. Alpers.—p. 87. 

Evaluation of Seizures in Adult. H. L. Martin and F. McDowell.—p. 101. 

Complications Following Cerebral Angiography. D. M. Perese, W. C. 
Kite, A. J. Bedell and E. Campbell.—p. 105. 

Creatine Metabolism in Paralyses Due to Various Causes, Especially 
Injuries to Spinal Cord. L. J. Pollock, J. Bernsohn, S. W. Pyzik and 
others.—p. 116. 

Succinylcholine Chloride in Electroshock Therapy: 1. Clinical Use. W. P. 
Wilson and W. K. Nowill.—p. 122. 





Arachnoiditis Caused by Intrathecal Detergents.—Paddison and 
Alpers report the case of a man, aged 54, in whom cholecystec- 
tomy and appendectomy was done while he was under spinal 
anesthesia. Bladder dysfunction, radicular pain, and an organic 
mental syndrome developed during the first 48 postoperative 
hours. Later, leg and chest pains developed, and the patient 
continued to be withdrawn, apathetic, incontinent, and com- 
pletely disinterested in his environment. He had marked diffi- 
culty in the formulation of his speech, complaining of inability 
to remember what he wanted to say. Emotional and intellectual 
deterioration progressed. The patient died 63 days after the 
operation. Autopsy revealed an extensive adhesive arachnoiditis 
producing a marked internal hydrocephalus and spinal cord 
changes. Though there are numerous reports of arachnoiditis 
following spinal anesthesia, few of these give pathological find- 
ings. The present case is the eighth pathologically verified case 
of adhesive arachnoiditis reported. It differs from all the others 
in that the entire neuraxis was involved in a progressive process. 
Neurological complications of many sorts have been recorded 
following spinal anesthesia and have been variously attributed 
to the effects of the anesthetic, to impurities, and to associated 
infection. It is possible that the cause is not the same in all 
instances. The presence of a detergent as a possible cause had 
been suggested previously, particularly by Winkelman. In the 
case reported, the cleansing agent was a commercially available 
homogenous blend of higher polyphosphates, carbonates, and 
patented organic wetting agents, consisting chiefly of hydrocar- 
bon sulfonates. The relationship of the detergent to the arach- 
noiditis is conjectural, but it is possible that in sufficient con- 
centration it is capable of causing the reaction described either 
by direct action or by permitting increased neural toxicity of 
the anesthetic agent by surface activity. An attempt was made 
to show that detergent compounds have a profound biological 
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activity and that some residual surface-active agent remains 
on even well-rinsed laboratory glassware. Detergent materials 
should probably not be employed in the preparation of those 
items used in mixing and injecting spinal anesthetic agents. 


A.M.A. Arch. Otolaryngology, Chicago 
§9:1-134 (Jan.) 1954 


*Fenestration Operation Analyzed for Nonfenestrating Otologist: Experi- 
ences with 445 Fenestrations. J. B. Farrior, R. A. Bagby and 
C. Thomas.—p. 1. 

Attachment of Stapes to Oval Window in Man. H. Brunner.—p. 18. 

Decompression of Ganglion and Posterior Root of Fifth Nerve for 
Trigeminal Neuralgia. D. Cleveland and E. J. Kiefer.—p. 30. 

MANAGEMENT OF CHRONIC SINUS DISEASB 


Chronic Maxillary Sinusitis. L. R. Boies.—p. 36. 
Management of Chronic Ethmoiditis and Sphenoiditis. F. W. Dixon, 
—p. 46. 
Management of Chronic Frontal Sinusitis. L. F. Morrison.—p. 48. 
Trauma to Frontal Sinuses: Initial and Subsequent Care. W. P. Work. 
—p. 54. 

Unilateral Congenital Incomplete Bony Atresia of Posterior Nares (Cho- 
anae): Technique for Its Correction. H. H. Beinfield.—p. 65. 

Intrinsic Cancer of Larynx, 1942-1949. W. L. Mattick and A. J. Mancini, 
—p. 71. 

Growth of Loudness. M. Saltzman and M. S. Ersner.—p. 76. 

Surgery of Congenital Atresia of External Auditory Canal. P. W. Theo- 
bald.—p. 87. 

Congenital Displacement of Central Nervous System Tissue in Nasal 
Fossae: Report of Two Cases. W. A. Cassidy and J. W. Wahl.—p. 93. 

Ototoxicity from Intermittent Streptomycin Sulfate Therapy of Pulmonary 
Tuberculosis: Study of 100 Patients Treated Eight Months. H. L. Cline, 
J. H. Houseworth and F. W. Pitts.—p. 100. 

Myiasis Maligna of Nose and Ears in Ceylon: Recommendation of New 
Treatment. H. G. A. Bayer.—p. 104. 


Fenestration Operation.—The goal of the fenestration operation 
is to restore useful hearing as represented by the ability to 
understand normal conversation. The initial result depends pri- 
marily on the quality of the patient’s bone conduction, but the 
permanence of the improvement secured depends primarily on 
the quality of the surgical technique. Refinements in technique 
have lowered the incidence of closure of the fenestra to 5% or 
less. The postoperative course is usually characterized by a phase 
of primary improvement lasting for one day; an intermediate 
phase with varying degrees of secondary depression lasting for 
from 7 to 14 days; and a phase of tertiary improvement that is 
generally completed by the third postoperative week, although 
the hearing may not reach a maximum for six or eight weeks. 
Hearing improvement, when obtained, is permanent in about 
95% of the patients. All patients should be encouraged to 
practice lip reading; with its help, those who have a fair or 
borderline operative result may be completely rehabilitated. The 
postoperative phases are all affected by the degree of sterile 
labyrinthine reaction to the operation. Primary surgical labyrin- 
thitis, which results from trauma to the membranous labyrinth 
or severe hemorrhage into the labyrinth, and secondary serous 
labyrinthitis, which is the sterile inflammatory response to the 
surgical trauma, may both lead to tertiary cicatricial labyrin- 
thitis, with one of three results: (1) inadequate recovery of the 
inner ear and primary failure of the fenestration operation; (2) 
terminal nerve deafness appearing as a loss of the high tones in 
the immediate postoperative period; or (3) progressive loss of 
the high tones appearing a few years later. Chronic otorrhea 
requiring prolonged cleansing treatment is a nuisance, but in 
time the cavity will heal and become dry. Fenestration in the 
second ear is sometimes advisable and may be considered in- 
dicated when there is evidence of impending closure in the first ° 
ear. A second operation is preferable to a revision of the first, 
because the presence of scar tissue in the labyrinth of the 
fenestrated ear reduces the chances for a satisfactory result to 
about 25%. Fenestration is rarely indicated for unilateral oto- 
sclerosis when the hearing in the good ear is at or above the 
30 db. level. True personality disorders are a contraindication 
to fenestration surgery, unless the bone conduction is good and 
the patient is under competent neuropsychiatric care. Conva- 
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lescence is generally less unpleasant than it is after other major 
surgical procedures. The operation is not dangerous and serious 
complications rarely occur; none were encountered in the au- 
thors’ series of 445 fenestrations. 


American Heart Journal, St. Louis 


47:1-160 (Jan.) 1954. Partial Index 

Study of Physical Properties of Ballistocardiograph. J. L. Nickerson and 
J. A. L. Mathers.—p. 1. 

Ballistic Respiratory Variation as Measured by Electromagnetic Ballisto- 
cardiograph. W. H. Anderson, K. Urbach and A. A. Doerner.—p. 15. 

*Effects of Cigarette Smoking on Ballistocardiograms of High School 
Youths, J. J. Kelly Jr., A. Caccese, J. Ortiz-Marquez and F. Taubman. 
—p. 30. 

Value of Additional Thoracic and Abdominal Unipolar Leads for Diag- 
nosis of Location and Extension of Myocardial Infarctions, J. Lambert. 
—p. 40. 

Studies on Whole Blood and Muscle Creatine Levels: Effect of Systemic 
and Local Anoxia, of Cardiac Failure and Compensation, and of 
Alpha-Tocopherol Administration. D. C. Sutton, G. C. Sutton, G. F. 
Hinkens and others.—p. 67. 

*Pulmonary Artery Thrombosis Simulating Pulmonic Valve Stenosis with 
Patent Foramen Ovale. E. G. Dimond and T. R. Jones.—p. 105. 


Acute Myocardial Infarction Associated with Acute Porphyria. L. F. 
Albright and F. J. Brown.—p. 108. 


Effects of Smoking on Ballistocardiograms.—Kelly and as- 
sociates say that earlier studies at their clinic revealed that 
smoking a cigarette may alter the ballistocardiograms of healthy 
young men (28 to 35 years) from a normal to an abnormal trace. 
While personal idiosyncracy seemed a possible explanation, they 
further observed that this alteration is extremely common in 
patients with known coronary artery disease and rare before 
the age of 30. Because of these observations, it was suggested 
that an abnormal ballistocardiogram following smoking usually 
is due to coronary disease and not to “tobacco sensitivity” with 
no organic defect. It was decided to test this hypothesis by 
studying the ballistocardiogram during cigarette smoking in 100 
high school boys between 14 and 18 years of age who were in 
good health but who had been habitual smokers for from 2 to 
5 years. The tests were made from two to four hours after 
breakfast. Most of the students had abstained from tobacco on 
the morning of the studies. None of them had smoked in the 
hour preceding the tests. After a control trace was obtained, a 
standard brand of cigarette was smoked. A second record was 
made just after the final puff on the cigarette. It was found that 
smoking a standard brand cigarette produced no real abnor- 
malities of the ballistocardiogram in this group whereas this is 
a common phenomenon in older subjects. A significant increase 
in respiratory variation of the I-J waves occurred in only two 
subjects; lesser increase in this variation was noted in three 
others. The most frequent response to smoking was an increase 
in pulse rate, with minimal evidence of change in stroke volume, 
judging from the amplitude of the systolic waves. These obser- 
vations do not support the thesis that individual sensitivity to 
nicotine is the cause of the abnormal response to smoking in 
apparently healthy persons. It has been assumed by one investi- 
gator that the abnormal trace seen occasionally after smoking 
represented a poor habituation to tobacco. If this were so, then 
a significant incidence of abnormality would be expected in 
young smokers, but in 100 youths no major abnormalities were 
seen. 


Thrombosis of Pulmonary Artery Simulating Stenosis of Pul- 
monic Valve.—Dimond and Jones present the case of a man, 
aged 25, who complained of shortness of breath on exertion. 
The shortness of breath had increased steadily since its onset 
five months earlier and about three months prior to his admis- 
sion he noted that his lips and fingers were blue. In the past 
month his fingers and toes had begun to show clubbing. He also 
complained of pain in the left side of the chest, made worse by 
exertion. Dyspnea was produced by walking a few steps. The 
results of examinations and tests indicated that the patient had 
some obstruction to pulmonary flow, and, from the location 
and characteristics of the murmur, it seemed that the obstruction 
was a pulmonary stenosis, congenital in origin. It was assumed 
that his present difficulty of dyspnea, cyanosis, and clubbing was 
due to increasing pressure in the right auricle and subsequent 
opening of the foramen ovale, with functional flow from right- 
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to-left. It was decided that a pulmonary valvulotomy was jj, 
only chance for recovery; therefore, a thoracotomy on the left 
side was done. After about 40 minutes of dissection, the cyanosis 
deepened, the pulse became irregular, and the patient dieq 
Autopsy revealed that the entire right pulmonary artery, was 
occluded by a thrombus and that the left pulmonary artery was 
practically occluded by the same process, except for a small 
channel. The thrombus, which extended to the pulmonary valve 
was not new, but was undergoing organization. The foramen 
ovale was widely patent. Shortly after the patient died it was 
learned that about five months before operation this man had 
been in an automobile accident in which his chest was forced 
against the steering wheel. For several days after the accident 
the patient’s chest was bruised and inspiration was difficult. One 
month after the accident he noted dyspnea that progressed 
rapidly. The authors feel that a correct diagnosis might have 
been made, if the history of the accident had not been withheld, 


American Journal of Ophthalmology, Chicago 
37:1-162 (Jan.) 1954 


Pseudo-Exfoliation of Lens Capsule: Relation to “True” Exfoliation of 
Lens Capsule as Reported in Literature and Role in Production of 
Glaucoma Capsulocuticulare. G. Dvorak-Theobald.—p. 1. 

Decrease in Intraocular Pressure in Man by Carbonic Anhydrase Inhibi- 
tor, Diamox: Preliminary Report. B. Becker.—p. 13. 

Glioma of Optic Nerve: As Manifestation of von Recklinghausen’s Dis- 
ease. D. Marshall.—p. 15. 

Primary Optic Atrophy in von Recklinghausen’s Disease: Report of Case, 
W. A. Miller and W. van Herick.—p. 36. 

Action of Curare Alkalo:ds on Pupil. E. Wudka and I. H. Leopold, 
—p. 41. 

*Uptake of Radioactive Phosphorus by Intraocular Neoplasms. E. B. 
Dunphy, K. K. Dreisler, J. B. Cadigan and W. Sweet.—p. 45. 

Role of Cerebral Angiography in Ophthalmology: Normal Anatomy: 
Presellar and Suprasellar Tumors: Ocular Complications. H. H. Joy, 
A. Ecker and P. A. Reimenschneider.—p. 55. 

*Retrolental Fibroplasia. C. Apple.—p. 68. 

*Retinopathy of Prematurity (Retrolental Fibroplasia) and Oxygen: Clinical 
Study and Further Observations on Disease. R. H. Bedrossian, 
P. Carmichael and J. Ritter.—p. 78. 

Causes of Failure of Cataract Operations. D. B. Kirby.—p. 87. 


An Analysis of Depth Factors in Anisopia and Anisodominance. P. W. 
Miles.—p. 98. 


Uptake of Radioactive Phosphorus by Neoplasms.—At periods 
varying from 15 to 90 minutes before enucleation, 0.076 to 
1.72 mc. of P®? as buffered phosphate solution was given intra- 
venously to nine adults and three children with intraocular 
lesions. The dose of P%2 was 20 mec. per kilogram of body 
weight for adults and 8 mc. per kilogram of body weight for 
children. Five of the enucleated eyes were subsequently proved 
to contain malignant melanomas of the choroid, two contained 
retinoblastomas, and one contained a tumor of the iris and 
ciliary body. One eye contained a benign cyst of the iris, one 
an absolute glaucoma, one a Sturge-Weber syndrome with glau- 
coma, and one an old retinal detachment. There were eight 
eyes containing a malignant tumor and four with benign lesions. 
A Geiger counter was applied over the lesions preoperatively 
in the two patients with lesions of the iris, and in vivo counts 
were obtained. In the remaining patients, in whom the lesions 
were all posterior, no attempt was made to get in vivo counts, 
except in one with a large retinoblastoma. The eyeball was 
placed in a glass jar after the enucleation, and the surface of 
the globe was then marked into octants, four anterior to the 
equator and four posterior. The Geiger counter was placed over 
the midpoint of each area and readings taken for one minute. 
Readings were also taken over that area of the sclera exactly 
overlying the tumor, as far as it could be determined by ophthal- 
moscopy and transillumination. Results showed that the malig- 
nant melanomas or retinoblastomas took up the labeled phos- 
phate ion in sufficient amounts to permit rough localization with 
the Geiger counter, provided the counter was applied over the 
sclera close to the lesion. The uptake was sufficient in compari- 
son with the average from normal areas of the eye so that the 
presence and site of tumor were diagnosed by application of 
the counter externally to the eyeball. In iesions behind the 
equator of the eyeball, the type of counters now available can- 
not be applied closely enough in vivo to utilize this method. 
Since all the tumors in the authors’ patients, with the exception 
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of one iris tumor, were in the posterior half of the globe, it was 
not possible to obtain significantly increased readings in vivo, 
and, therefore, only postenucleation readings were reported. 
Consequently, in such cases it would seem inadvisable for the 
present to rely on the radioactive phosphorus uptake test, if 
clinical observations indicate a different course of action. 


Retrolental Fibroplasia.—In 9 infants in a group of 105 born 
at Mount Sinai Hospital, Chicago, and studied at the premature 
nursery, retrolental fibroplasia developed. The prematurity 
ranged from one to 13 weeks. The process as a rule went to 
completion whenever there was dilatation of the retinal vessels, 
tortuosity, hemorrhage, or edema plus neovascularization. Hazi- 
ness of the vitreous body should be added to the early signs of 
retrolental fibroplasia. In contrast to other investigators who 
have described the occurrence of retrolental fibroplasia accord- 
ing to birth weight of the infants, the results of the author’s 
study suggested that the prematurity of the infant, not the birth 
weight alone, is the important factor. The critical period is at 
the time at which the normal development of the inner layers 
of the retina at the periphery takes place; that is the 27th to 
32nd week of gestation. In the infants in whom retrolental fibro- 
plasia developed and in whom fundus changes were observed 
at the earliest examination, the gestation time ranged from 27 
to 31 weeks. During this period something occurred that either 
stimulated or interfered with the normal process, the growth 
of retinal vessels into the ganglionic and nerve fiber layers at 
the periphery of the retina. The intensification of the growth of 
these vessels may be the beginning of the condition that results 
in retrolental fibroplasia. 


Retinopathy of Prematurity and Oxygen.—Of 49 premature in- 
fants weighing 4 Ib. (1,814.37 gm.) or less at birth, 25 were 
suddenly removed from oxygen after being in an environment 
of 60% concentration for from 11 to 17 days; retinopathy of 
prematurity developed in 13 of the 25 infants. In only 2 of the 
remaining 24 infants who were in oxygen from 11 to 17 days 
and were weaned over 10 days from 50% concentration, did the 
disease develop. This difference is highly significant statistically. 
The disease was much severer in the nonweaned group given a 
slightly higher concentration of oxygen. Two infants received 
more oxygen because they had pneumonia; retinopathy of pre- 
maturity developed on withdrawal of the increased oxygen sup- 
plements. In one infant receiving oxygen intermittently the 
disease also developed. The first evidences of the disease in 16 
of the 18 infants appeared within seven days of their removal 
from oxygen. Seven infants with retinopathy of prematurity 
were given oxygen therapy because the disease appeared to be 
progressive. Improvement in the fundi of both eyes occurred 
after therapy was instituted for the first time, but recurrence of 
the disease took place in three of these infants when therapy 
was stopped. High oxygen concentration and the prolonged use 
of oxygen predispose to the development of retinopathy of pre- 
maturity; therefore, oxygen supplements given to premature 
infants should be limited to those necessary for the infants’ well 
being. The commonest precipitating factor in the disease is with- 
drawing these oxygen supplements too rapidly. Weaning from 
oxygen should be by gradual reduction of the oxygen concen- 
tration of the infant’s environment by no more than 10% every 
five days. Additional observations were made on 74 infants with 
various stages of retinopathy of prematurity. The great vari- 
ability of the course of the disease is emphasized. In 68 of the 
74 infants the disease developed after oxygen supplements were 
stopped. In only one of 68 patients did the disease develop more 
than two weeks after removal from oxygen. Twenty-four infants 
with a rapidly progressing disease who were given oxygen 
therapy responded favorably. Recurrences took place in 14 
infants when therapy was stopped. Pneumonia and other general 
diseases appear to be associated with retinopathy in certain 
cases. Retinopathy of prematurity is an anoxic disease rather 
than an oxygen-toxic one. Although the excessive use of oxygen 
supplements predisposes to the disease, it is usually the rapid 
withdrawal of these supplements that precipitates the appearance 
of the retinal changes. 





MEDICAL LITERATURE ABSTRACTS 1307 





California Medicine, San Francisco 
80:1-58 (Jan.) 1954. Partial Index 


Present Status of Serological Tests for Cancer. J. J. Stein.—p. 1. 

Cerebral Palsy: Approach to the Problem. P. Cohen.—p. 6. 

*The Solitary Pulmonary Lesion. I. A. May, K. Rose and D. J. Dugan. 
—p. 9. 

Management of Refractory Shock. E. M. Snyder.—p. 13. 

Clinical Experience with Portable Electromagnetic Ballistocardiograph. 
A. U. Rivin.—p. 16. 

Hemoglobin: Normal Values. J. H. Schaefer.—p. 32. 

Lumbar Sympathectomy by Electrocoagulation: Its Use in Management 
of Certain Vascular and Visceral Disorders. R. B. Raney, A. A. Raney 
and H. E. Silver.—p. 34. 


Solitary Pulmonary Lesion.—Pulmonary cancer when localized 
exclusively to the lung is curable by operation. Tumors found 
by routine x-ray examination before they cause symptoms are 
apt to be confined to the lung, and, unlike other internal growths 
that are more hidden, lung tumors can often be seen early on 
roentgenograms of the chest. Chest roentgenograms were made 
routinely on 40,000 patients entering the Veterans Administra- 
tion Hospital in Oakland, Calif., in the six years 1947-1952. 
Sixty patients were found to have unsuspected solitary lesions 
in the lung. Diagnosis was ultimately made in 36 of the 60 
cases, in 24 by operation and in 12 by other means including 
autopsy, the finding of a primary tumor elsewhere, and sub- 
sequent development of active tuberculosis or carcinomatosis. 
Of the 36, 8 were cancer of the lung, an incidence of 22%. 
There were also 14 localized tuberculous nodules that are best 
treated by removal. In the remaining 24 cases of the 60, most 
of which occurred early in the series, the nature of the lesions 
was not determined, usually because the patient refused thora- 
cotomy. It is felt that everyone over the age of 40 ought to 
have an x-ray examination every six months. Solitary lesions 
of the lung should be excised for diagnosis. 


Circulation, New York 
9:1-160 (Jan.) 1954. Partial Index 


*Intermittent Claudication of Hip and Syndrome of Chronic Aorto-Iliac 
Thrombosis. V. G. deWolfe, F. A. LeFevre, A. W. Humphries and 
others.—p. 1. 

Treatment of Tuberculous Pericarditis, E. M. Goyette, E. L. Overholt 
and E. Rapaport.—p. 17. 

Commissurotomy for Rheumatic Aortic Stenosis: I. Surgery. C. P. Bailey, 
H. E. Bolton, W. L. Jamison and H. T. Nichols.—p. 22. 

*Norepinephrine in Shock Following Myocardial Infarction: Influence upon 
Survival Rate and Renal Function. J. J. Sampson and A. Zipser. 
—p. 38. 

Clinical Evaluation of Combined Hydrogenated Ergot Alkaloids (Hyder- 
gine) in Arterial Hypertension, with Special Reference to Their Action 
in Central Manifestations. R. M. Tandowsky.—p. 48. 

Studies on Effect of Exercise on Cardiovascular Function: I. Cardiac 
Output and Mean Circulation Time. C. B. Chapman and R. S. Fraser. 
=p. 57. ~ 

Comparison of Visceral and Peripheral Vascular Beds in Hypertensive 
Patients: Their Responses to Various ‘“‘“Hypotensive” Drugs. W. Redisch, 
L. Wertheimer, C. Delisle and J. M. Steele.—p. 68. 

Clinical Appraisal of Intra-Arterial Priscoline Therapy in Management of 
Peripheral Arterial Diseases. A. G. Prandoni and M. Moser.—p. 73. 
Effect of Hypocapnia on Arterial Blood Pressure. J. F. Burnum, J. B. 

Hickam and H. D. MclIntosh.—p. 89. 

Spatial QRS and T Vector in 178 Normal Middle-Aged Men: Body 
Weight, Height, Relationship of QRS and T and Preliminary Standards, 
E. Simonson ard A. Keys.—p. 105. 


Intermittent Claudication of the Hip and Chronic Aorto-Iliac 
Thrombosis.—Forty-seven patients with high arterial occlusion 
or stenosis involving one or both of the iliac arteries or the 
lower abdominal aorta presented a history of intermittent 
claudication and showed definite signs of arterial insufficiency. 
The syndrome occurred in relatively young persons, predomi- 
nantly men between the ages of 40 and 60 years. It was due to 
localized arteriosclerosis of the terminal aorta and iliac arteries. 
Signs and symptoms of generalized arteriosclerosis were con- 
spicuously absent. The symptoms consisted of intermittent 
claudication of the hip and hip area including the thigh, low 
back, and low abdomen in 46 patients; the calf in addition to 
the hip area was also involved in 20 patients (42.5%), and one 
patient had weakness of the entire extremity. Impotence was 
observed in only one patient. Another striking feature of the 
syndrome was the almost always good nutrition of the legs and 
feet; only five patients, three of them with occlusion of the 
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external iliac artery, showed poor nutrition. The pulses were 
usually absent at all levels. Thirty of the 47 patients were 
studied by aortography that proved invaluable as a diagnostic 
aid. It is easily performed and causes little morbidity. It pro- 
vides information as to the site of the block and the degree of 
the collateral circulation. In general aortic and common iliac 
artery occlusions were associated with the most effective col- 
lateral circulation. External iliac occlusion was associated with 
poor collateral blood flow. Aortography revealed thrombosis of 
the abdominal aorta in 7 patients, of one common iliac artery 
in 11, of both common iliac arteries in 4, of one external iliac 
artery in 2, and of one common iliac artery and the opposite 
external iliac artery in 1. Diffuse involvement of the aorta and 
the iliac arteries without occlusions was observed in one patient. 
Four aortograms were unsatisfactory or not diagnostic. The 
authors believe, in contradistinction to Leriche and other work- 
ers, that the disease does not invariably progress from the iliac 
arteries to involve the aorta, but may remain in the common 
iliac arteries without progression for many years. The far greater 
incidence of involvement of the iliac arteries compared with the 
aorta substantiates this. Treatment consisted of sympathectomy 
in 14 patients, endarterectomy alone in one, endarterectomy 
combined with bilateral sympathectomy in two, and resection 
of aorta and iliac arteries combined with sympathectomy in 
one, while conservative treatment was instituted in the remain- 
ing 29 patients. Conservative treatment with frequent observa- 
tion is recommended until a practical and satisfactory method 
of excision and grafting is established. Endarterectomy, resection 
combined with sympathectomy or sympathectomy alone, proved 
to be an unsatisfactory method of treatment. Twenty-four pa- 
tients were followed on conservative treatment for one to five 
years, and 11 were improved, 10 remained unchanged, and only 
3 became worse. There has been little indication to date that 
the disease is chronically progressive. The prognosis of the 
syndrome is believed to be good over a large number of years. 


Nor-Epinephrine in Shock Accompanying Myocardial Infarc- 
tion.— Prolonged intravenous arterenol (nor-epinephrine) therapy 
was instituted in 19 men and 11 women between the ages of 
43 and 84 years for shock accompanying myocardial infarction. 
Of the 30 patients, 7 died during therapy despite pressor re- 
sponse and 3 died during therapy without pressor response; 20 
(67%) survived the episode of shock. Sixteen (53%) recovered 
completely and were later discharged from the hospital, while 
4 died of other causes subsequent to the therapy. This is appar- 
ently a significant reduction in the fatality rate from reported 
series of comparable cases in which various forms of intermit- 
tent therapy were used. The average dose of arterenol required 
to elevate and sustain the blood pressure was 7.5 mcg. per 
minute, although optimal response in different patients was 
generally obtained with doses varying from 1.5 to 25 mcg. per 
minute. Rarely did patients respond to higher doses if 25 mcg. 
per minute proved unavailing; however, in isolated cases, doses 
as high as 150 mcg. per minute were found necessary. Hence 
these larger doses should be tried before concluding that the 
patient is refractory to the treatment. Varying degrees of tissue 
neurosis may result from extravasation of arterenol into the 
subcutaneous tissues; however, this did not warrant prohibiting 
the therapy. Phlebitis and venous spasm occurred in six patients 
but had no significant influence on recovery. The precipitation 
or aggravation of congestive heart failure was not observed in 
any of the patients during therapy. In one patient with complete 
heart block, ventricular tachycardia developed during the ad- 
ministration of 150 mcg. of the drug per minute. Further 
observations of the effect of such large doses in comparable 
cases are necessary to determine the existence of a causal 
relationship. Renal plasma flow was diminished, and the glom- 
erular filtration rate was essentially unchanged by infusion of 
arterenol. No sequel of renal damage was demonstrated after 
prolonged therapy. The resultant satisfactory level of blood 
pressure, as compared with that in the shock state, improved 
total renal function as evidenced by the prompt increase of 
urine flow. The continuous administration of arterenol with the 
attendant high percentage of recovery suggests a modification 
of previous concepts of “irreversible” shock. The artificial main- 
tenance of blood pressure by this means apparently permits the 
organism to survive a critical period until the natural mech- 
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anisms for maintaining the blood pressure are resumed. This 
restitution was oftener abrupt than gradual and occurred from 
several hours to five and one-half days after the institution of 
therapy. 


Illinois Medical Journal, Chicago 


105:1-52 (Jan.) 1954 


Hernias and Hydroceles in Infants and Children. J. L. Keeley.—p. 1, 

Do You Need to Know About Allergy? J. H. Black.—p. 5. 

Use of an Iodide (Vioform) in Tuberculous Patients. H. C. Breuhaus and 
I. L. Schweitzer.—p. 10. 

*What Are We Getting Out of Routine X-Ray Chest Examinations of 
Hospital Patients? T. J. Wachowski.—p. 14. 

Recent Dermatologic Hazards in Industry. L. F. Weber.—p. 17. 

New Visceral Retainer. R. W. McNealy and J. A. Glassman.—p. 21, 

Dermoid Cyst (Benign Teratoma) of Testicle. R. L. Atkinson.—p, 23, 


Value of Routine Chest X-Ray Examinations of Hospital 
Patients.—Wachowski cites figures on pulmonary lesions de- 
tected by x-ray examination of the chests of 3,476 patients at 
the Copley Hospital, Aurora, Ill. This number was equivalent 
to about 25% of the total admissions (13,385) from Feb. 17, 
1949, to Oct. 8, 1951. The author feels that the yield in un- 
suspected pathological lesions justifies the routine chest exam- 
ination of the hospital patient. He is convinced that the charge 
of $2 for this examination represents a much better investment 
than many of the other routine procedures that have been in 
vogue and unquestioned for many years. The procedure of 
routine on-the-street x-ray examination of the population has 
been accepted as economically sound, yet the yield from general 
population surveying is less than 50% of that obtained in the 
hospital population, as recently shown by Siegel, Plunkett, and 
Hilleboe. Many asymptomatic, unsuspected pulmonary car- 
cinomas have been detected as a result of routine hospital chest 
X-ray eXaminations. The author concludes that the yield of 
unsuspected tuberculous, cardiovascular, and neoplastic lesions, 
and the aid in the evaluation of the complaints of the patient 
more than justify the effort and cost incident to routine x-ray 
examination of the chest of every hospital patient. 


Journal of International College of Surgeons, Chicago 
21:1-136 (Jan.) 1954. Partial Index 


*Surgical Treatment of Trigeminal and Glossopharyngeal Neuralgia: 
Decompression of Gasserian Ganglion and Its Root for Trigeminal 
Pain. J. G. Love.—p. 1. 

Dupuytren’s Contracture: Etiologic Study. D. J. Graubard.—p. 15. 

Curability of Scleroma. A. R. Hollender and H. M. Scheer.—p. 24. 

Parathyroid Adenoma with Fibrocystic Skeletal Changes Resulting in 
Pathologic Fracture of Femur. H. E. Steadman.—p. 30. 

Carcinoma of Breast. R. A. McGill.—p. 42. 

Radical Operations for Carcinoma of Esophagus and Cardiac End of 
Stomach. K. Nakayama.—p. 51. 

Aneurysm of Celiac Artery. E. A. Garland.—p, 67. 

*Use of Proteolytic Enzymes in War Wounds. A. W. Spittler and R. E. 
Parmenter.—p. 72. 

Myxoglobulosis of Appendix. A. O. Uhle and W. R. Wilkinson.—p. 79. 

Hallux Valgus, Bunion Deformity: Its Treatment in Mild, Moderate and 
Severe Stages. E. D. McBride.—p. 99, 


Trigeminal Neuralgia.—From June, 1952, through June, 1953, 
54 decompressions of the gasserian ganglion and its root were 
performed at the Mayo Clinic by the seven members of the 
Section of Neurologic Surgery. This surgical approach to the 
problem of trigeminal neuralgia was introduced by Scandi- 
navian surgeons and modified by the author and his colleagues 
from an intradural procedure to an extradural one. This report 
is based on 39 patients treated by this method and followed up 
for from i to 13 months. On the basis of his good results—29 
patients were freed from pain in the final result—the author 
concludes that decompression of the gasserian ganglion and its 
root will relieve trigeminal neuralgia in most cases. The de- 
compression operation is more valuable than the older one of 
root resection; it is not necessary to divide the sensory path- 
ways and produce permanent anesthesia of the face. This meth- 
od is not very effective in cases of atypical pains of the face. 
The evidence obtained from this series of patients supports the 
theory of Taarnhgj, who first devised the decompression 
approach, that compression of the root of the gasserian ganglion 
may be a cause of trigeminal neuralgia. The fact that some 
patients who eventually obtained relief were not relieved im- 
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mediately after the operation does not argue against the hypoth- 
esis of compression, and the fact that decompression did not 
relieve the pain in all cases may mean that the actual site of the 
compression was not located or other causes may be involved. 
It is possible that decompression of the gasserian ganglion and 
its root may eventually be advised for patients with severe 
intractable trigeminal neuralgia in preference to preliminary 
injection of alcohol into one or more peripheral branches, par- 
ticularly if the first branch is involved. This might eliminate the 
unpleasant paresthesia of which patients receiving alcohol injec- 
tions often complain. If the diagnosis of trigeminal neuralgia is 
in doubt, one injection of alcohol may be given before direct 
surgery of the ganglion is decided on. With the extradural de- 
compression operation, the patient is not deprived of anything 
and is not subjected to undue risk. If the operation does not re- 
lieve him, he can still have palliative injections of the fifth nerve 
with alcohol, or he can be treated by subtotal or total resection 
of the sensory root with preservation of the motor root through 
the same cranial opening and with more ease. Intracranial sec- 
tion of the ninth nerve through a small suboccipital craniectomy 
remains the treatment of choice for glossopharyngeal neuralgia. 


Proteolytic Enzymes in War Wounds.—Streptokinase-strepto- 
dornase and crystalline trypsin are extremely valuable adjuncts 
in the management of war wounds complicated by necrosis and 
infection. Their use is not a substitute for surgical débridement. 
Whenever foreign material is contained in a wound, cure should 
not be anticipated until the foreign matter is removed, either 
surgically or by extrusion on irrigation. Osteomyelitis involving 
cancellous bone primarily is improved or arrested temporarily, 
but relapses occur frequently because of inability to obtain con- 
tact of the enzymes with the multiple localized abscesses prone 
to develop in cancellous bone. Streptokinase-streptodornase 
appears to produce better results than trypsin in deep-seated 
wounds with multiple sinuses. Administered in fresh operative 
wounds, it causes continued mild bleeding. The authors, who 
add 65 patients to the 45 reported on by Spittler, Hakala, Midg- 
ley, and Payne in 1951, did not find this a cause for concern 
in their patients. Trypsin acts more rapidly than the others and 
is more effective in surface wounds. Both streptokinase-strepto- 
dornase and trypsin are of practical benefit because of their 
ability to digest necrotic tissue, thereby cleaning wounds, and 
to discourage bacterial growth. In some instances enzymatic 
débridement alone was sufficient for healing; in others it cleaned 
the wounds preparatory to definitive surgical intervention. These 
agents have not been observed to affect living tissue except by 
causing skin irritation and burning pain that can be controlled 
by antihistamines. 


Journal Lab. and Clinical Medicine, St. Louis 
43:1-168 (Jan.) 1954. Partial Index 


*Erythromycin Therapy of Respiratory Infections: I. Controlled Studies 
on Comparative Efficacy of Erythromycin and Penicillin in Scarlet 
Fever. T. H. Haight.—p. 15. 

ACTH Therapy in Acute Viral Hepatitis. V. M. Sborov, B. Giges, I. C. 
Plough and W. Mandel.—p. 48. 

Steroid Excretion Patterns in Acute Viral Hepatitis With and Without 
Adrenocorticotrophin Infusion, R. E. Peterson, S. Guerra and V. M. 
Sborov.—p. 58. 

Evaluation of Effects of Cortisone on Subcutaneous Nodules of Patients 
with Rheumatoid Arthritis. S. Zivin, I. E. Steck, M. M. Montgomery 
and others.—p. 70. 

Importance of Liver in Transformation of Administered Adrenosteroidal 
Compounds. J. W. Conn, S. S. Fajans, L. H. Louis and H. S. Seltzer. 
—p. 79. 

Multiple Antibody Response to Repeated Transfusion: Development of 
Hemolytic Isoimmune Antibody. R. L. Walford, E. T. Peterson and 
T. Nishihara.—p. 93. 

Direct Observations of Intravascular Agglutination of Red Cells in 
Acquired Autoimmune Hemolytic Anemia. C. Wasastjerna, W. Dame- 
shek and Z. D. Komninos.—p. 98. 

*Comparative Importance of Severity and Therapeutic Effort in Determin- 
ing Outcome of Diabetic Acidosis as Observed in Representative Group 
of Patients. L. Zieve and E. Hill.—p. 107. 


Comparative Efficacy of Erythromycin and Penicillin in Scarlet 
Fever.—Because of the similarity in the antibacterial spectrums 
and mode of action of penicillin and erythromycin and the 
apparently similar results thus far reported in the treatment of 
certain susceptible diseases, it seemed advisable to obtain valid 
data on the comparative efficacy of the two agents. Opportuni- 
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ties were available for such controlled studies at U. S. Naval 
Training Centers during the winter of 1952-1953. This report 
is concerned with clinical, bacteriological, and serologic find- 
ings in 208 patients with scarlet fever. Three treatment regi- 
mens were used in strict rotation: erythromycin, penicillin, and 
placebo. Taking into account the effect of the two antibiotics 
on the duration of fever, of leukocytosis, and of the rash, the 
persistence of group A beta hemolytic streptococci in cultures, 
and the total duration of illness, no significant differences were 
found between erythromycin and procaine penicillin. The effi- 
cacy of the two antibiotics was in marked contrast to that of the 
placebo. Erythromycin largely suppressed the formation of 
antistreptolysin O as did penicillin; this was not true of the 
placebo. Rashes or urticaria that had to be ascribed to penicillin 
developed in a considerable number of those treated with 
penicillin. Two patients receiving erythromycin complained of 
upper abdominal distress and hypermotility of the bowels; an- 
other patient receiving this antibiotic had watery diarrhea. Of 
the patients receiving placebos one had a mild diarrhea and 
another one had gastrointestinal disturbances resembling those 
observed in patients treated with erythromycin. With regard to 
the comparative efficacy of erythromycin and penicillin, the 
author concludes that erythromycin is apparently as effective 
in the treatment of scarlet fever and in the prevention of its 
suppurative complications as procaine penicillin. The incidence 
of toxicity was significantly less in the erythromycin-treated 
patients. 


Diabetic Acidosis: Effect of Severity and Therapy on Outcome. 
—When comparisons were made of the severity and of the 
therapeutic measures of a group of patients that recovered with 
those of a group that died of diabetic acidosis, it was found 
that there were significant differences between those that lived 
and those that died for the important severity factors but not 
for the various treatment measures. It thus appeared that the 
severer cases received essentially the same treatment as the 
milder cases, and the outcome was determined largely by the 
Severity of the episode alone. Zieve and Hill feel, however, 
that before they accept this conclusion they want to be sure 
that the combined effects of the various therapeutic measures 
were likewise essentially the same for both groups. The analysis 
described in this paper was undertaken to evaluate this point. 
Originally, data were available on 124 patients with moderate 
or severe diabetic acidosis. Of this number, 51 patients who 
recovered and 26 who died in acidosis had complete informa- 
tion recorded for the variables selected for analysis. There were 
great differences between the two groups with regard to the 
severity factors, but not as regards the therapeutic measures. 
There was no appreciable correlation between the severity of 
the episodes and the therapy received. Those persons with 
severer cases received essentially the same treatment as those 
with milder cases. The authors feel that this is due to inaccurate 
assessment of the severity of the individual episode at the time 
of admission and lack of vigorous early therapy in the severer 
cases. Although most physicians recognize that the insulin given 
to patients with diabetic acidosis during the first hours is most 
important, the cases analyzed in this paper suggest that less 
than two-fifths of the insulin given in 24 hours was given during 
the critical first three hours after admission. The same was true 
for the amounts of fluid, salt, and sodium given. Clearly the 
need is for more vigorous early therapy in severer cases. 


J. Neuropathology & Exper. Neurology, Baltimore 


13:1-296 (Jan.) 1954. Partial Index 


Mechanisms of Apoplexy as Determined by Clinical and Pathological 
Correlation. R. D. Adams.—p. 1. 

Subependymal Glomerate Astrocytomas. F. C. Boykin, D. Cowen, C. A, 
J. Iannucci and A. Wolf.—p. 30. 

Changes in Behavior Following Lobotomy: Malamud Rating Scale, 
W. Freeman.—p. 90. 

Spongioneuroblastoma and Tuberous Sclerosis. G. A. Jervis.—p. 105. 

Lesions of Human Brain Following Circulatory Arrest. K. T. Neubuerger, 
—p. 144. 

Histopathology of Wilson’s Disease: Study with Silver Carbonate. 
K. Scharenberg and A. L. Drew Jr.—p. 181. 

Morphology of Spirochaeta Myelophthora in Multiple Sclerosis. G. Steiner. 
—p. 221. 

Pathology and Pathogenesis of Cerebral Aneurysm, A. E. Walker and 
G. W. Allegre.—p. 248. 
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Journal of Pediatrics, St. Louis 
44:1-126 (Jan.) 1954 


Postmaturity—with Placental Dysfunction: Clinical Syndrome and Patho- 
logic Findings. S. H. Clifford.—p. 1. 

*Study of Relationship of Absence of Tonsils to Incidence of Bulbar 
Poliomyelitis. L. Weinstein, M. L. Vogel and N. Weinstein.—p. 14. 
*Studies on Viremia in Poliomyelitis: I. Isolation of Poliomyelitis Virus 
from Blood of Paralytic Case of Disease. C. W. Jungeblut and E. J. 

Huenekens.—p. 20. 

*Id.: II. Adsorption in Vitro of JV Strain of Poliomyelitis Virus on 
Human Erythrocytes. C. W. Jungeblut.—p. 28. 

Study of Comparative Response of Young Infants to Human Milk and 
to Various Types of Cow’s Milk Formulas. M. A. Hatfield, R. A. 
Simpson and R. L. Jackson.—p. 32. 

Isolation of Histoplasma Capsulatum from Hollow Tree. J. K. Mack. 
—p. 46. 

Therapy of Acute Purulent Otitis Media with Dibenzylethylened!amine 
Dipenicillin G. S. H. Walker.—p. 50. 

Congenital Defect of Gastric Musculature with Spontaneous Perforation: 
Report of Five Cases. H. Braunstein.—p. 55. 

Relationship of Oxygen Consumption to Cerebral Functional Activity. 
J. M. Garfunkel, H. W. Baird III and J. Ziegler.—p. 64. 

Congenital Dermal Sinus Complicated by Meningitis: Report of Case. 
M. M. Perloff.—p. 73. 

Ferrous Sulfate Poisoning: Case Treated with BAL. J. Shoss.—p. 77. 

Ruptured Omphalocele: Complicated by Laceration of Stomach. L. S. Bell 
and H. A. Brown.—p. 79. 

Medical Genetics in Pediatrics. F. C. Fraser.—p. 85. 

Polyps of Rectum and Colon in Children. R. E. Church and A. D. 
Schwartz.—p. 104. 

Pediatric Occupational Therapy: Reappraisal. G. Swartout and R. Swart- 
out.—p. 112. 


Absence of Tonsils and Poliomyelitis—Of 800 patients with 
poliomyelitis, 500 had at one time or another been subjected 
to tonsilloadenoidectomy, while 300 had not been operated 
on. Of 85 patients who had bulbar poliomyelitis, 73 (85.9%) 
had had a tonsillectomy, while the same type of infection 
developed in only 12 (14.1%) in whom this lymphoid tissue 
still remained, an incidence only one-sixth as great as in the 
group subjected to tonsillectomy. The same relationship was 
noted in the 80 patients with bulbospinal disease that occurred 
about five times more frequently in the patients who had had 
tonsillectomies. The incidence of both nonparalytic and spinal 
paralytic disease also was higher in those who had no tonsils 
than in those who still possessed these organs, but this differ- 
ence in incidence was less pronounced than in bulbar polio- 
myelitis. Of the 800 patients, 122 were between the ages of 
6 days and 5 years, 212 between 6 and 10 years, 168 be- 
tween 11 and 15 years, 82 between 16 and 20 years, 145 
between 2i and 30 years, 64 between 31 and 40 years, and 
7 between 41 and 56 years. Age itself did not appear to 
influence greatly the oecurrence of bulbar or bulbospinal 
poliomyelitis; both forms of disease occurred at all ages, 
except for 41 years or older. When the patients with and 
without tonsils were compared, it was apparent that bulbar 
poliomyelitis was three to four times and bulbospinal infec- 
tion three to five times commoner in patients who had had 
tonsillectomies than in those who had not, regardless of age. 
Of the 800 patients, 444 were males and 356 were females. 
No significant effect of sex on predisposition to bulbar polio- 
myelitis was observed in patients who did not have tonsils 
when compared to those who had not had these lymphoid 
organs removed. Thus patients who have had their tonsils and 
adenoids removed appear to be more susceptible, when they 
contract poliomyelitis, to the development of the bulbar and 
bulbospinal forms of the disease than those who still possess 
these lymphoid structures. This decreased resistance to the 
more serious type of infection is not related to the time at 
which tonsilloadenoidectomy was carried out and is not 
influenced to any significant degree by age or sex. The absence 
of tonsils and of adenoids increases susceptibility to the develop- 
ment of bulbar and bulbospinal poliomyelitis even in cases in 
which tonsilloadenoidectomy was carried out many years prior 
to contact with the virus. Studies of the effect of recent ton- 
sillectomy im increasing the incidence of bulbar poliomyelitis 
must be evaluated in terms of the increased susceptibility in- 
cident to mere absenee of the tonsils and adenoids. 


Studies on Viremia in Poliomyelitis—During a severe out- 
break of poliomyelitis in Minnesota in the fall of 1952, 
samples of whole blood (10 cc.) in Alsever’s solution (10 cc.) 
were collected from 23 patients during the early stages of 
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the disease. Of the 22 patients, 3 were less than 10 years of 
age, 12 were between the ages of 10 and 20, and 7 were Over 
20. Nineteen patients had spinal paralysis, 2 bulbar pa; ilysis 
and 1 nonparalytic paralysis. The collected blood < mples 
were examined for the presence of poliomyelitis vir,s by 
transfer to cynomolgus monkeys. In one 31-year-old y oman 
active virus could be isolated from the blood drawn on the 
first day of hospitalization, approximately three days afjer the 
onset of initial clinical symptoms. The patient was in the 
fourth month of pregnancy and presented extensive paralysis 
when the specimen was taken. The resulting virus was ney. 
tralized by the patient’s serum and by human gamma ploby. 
lin. Serologic typing experiments offered conclusive ey; lence 
that the strain was antigenically of the Brunhilde type (type 
1). This blood-borne human strain of poliomyelitis yjrys 
(called JV strain after the patient's initials) then was com. 
bined in vitro with human type O erythrocytes that were ob. 
tained from groups of healthy donors. Prepared under suitable 
experimental conditions, these combinations showed active 
virus in the centrifuged cellular sediment as well as in the 
supernatant fluid. When human red blood cells, which had 
contacted virus in vitro, were washed three successive times 
active virus was no longer demonstrable in the supernatant 
fluid but was present in the centrifuged erythrocyte sediment. 
Examination of the blood of intramuscularly infected cyno- 
molgus monkeys yielded active virus in the plasma fraction but 
not in the erythrocyte sediment. Positive results were ob- 
tained only before the onset of paralysis. The fact that the 
JV strain of poliomyelitis virus could be shown to be adsorbed 
in vitro onto human erythrocytes implies that the formed 
elements of the blood can transport active virus and thus 
may be assigned important functions in the pathogenesis of 
the disease. These functions may begin with some selective 
cellular reaction of genetic character, at the point of initial 
contact between virus and host, and extend through subsequent 
evolution of the infectious process by determining the balance 
between antibody response and viral dissemination. The con- 
cept of hematogenous spread of the virus also makes it nec- 
essary to reinvestigate the distribution and localization of 
extraneural and neural lesions in the human disease. 


Missouri Medicine, St. Louis 


51:1-80 (Jan.) 1954 


Hemoptysis. F. H. Taylor and T. H. Burford.—p. 19. 

Fluids and Electrolytes from Practical Standpoint. H. Statland.—p. 23. 
Hemochromatosis. B. H. Charles.—p. 25. 

Congenital Dislocation of Hips: Home Treatment. G. Pipkin.—p. 29. 
Dibenamine in Psychoneurosis. W. M. Gansloser.—p. 34. 
*Evaluation of Cerebral Palsy Treatment. D. E. O’Reilly.—p. 38. 
Pheochromocytoma. R. C. Schaffer and A. W. Robinson.—p. 41. 


Evaluation of Treatment in Cerebral Palsy.—O’Reilly reviews 
observations on children seen in a cerebral palsy clinic that 
is conducted under the auspices of the Missouri State Crippled 
Children’s Service. The first clinic was held in August, 1947, 
and in July, 1951, an evaluation team consisting of a pedi- 
atrician, a neurologist, and an orthopedist began to reevaluate 
patients who returned for examination. About 250 children 
were seen in the clinic during the period of nearly four years, 
and a total of 145 patients were evaluated, of whom 123 
were confirmed as being afflicted with some form of cerebral 
palsy: that is, there was spasticity in 57, athetosis in 40, ataxia 
in 4, and rigidity in 22. Of the patients who had been treated 
on the basis of an incorrect diagnosis of cerebral palsy, 15 
had mental deficiency and the others had disorders such as 
encephalitis, deafness, and epilepsy. Eighty-two of the 123 
children with cerebral palsy showed varying degrees of im- 
provement, whereas 41 showed no appreciable change. The 
prognosis was best for those with spasticity and poorest for 
those with rigidity. Sixty-four patients (52%) showed varying 
degrees of mental deficiency. These included all but two of 
those who were unimproved. Again the spastic patients showed 
the least mental impairment, whereas those with rigidities 
showed the most. Since those with rigidity have diffuse brain 
damage, it appears that severe brain damage resulting in 4 
combination of severe physical disability and marked mental 
deficiency is the chief factor in determining the poor prog- 
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nosis. Glutamic acid and the antispasmodic drugs were of no 
penefit in the treatment of cerebral palsy. Of the 57 patients 
with spasticity, 12 had quadriplegia, 17 paraplegia, and 28 
hemiplegia. Those with quadriplegia seem to have the poorest 
prognosis in that 5 of 12 remained unimproved, whereas only 
> of 17 with paraplegia and S$ of 28 with hemiplegia re- 
mained unimproved. Thirty-seven surgical procedures were 
carried out, and severe deformities and malnutrition are now 
much less frequently seen among children attending the clinic 
for cerebral palsy than six years ago. Two-thirds of the chil- 
dren have derived benefit from the program, and, although 
52% are mentally retarded, training is still beneficial because 
it reduces the burden on the parents or, if institutionalization 
is necessary, the nursing care of the patient. 


New England Journal of Medicine, Boston 


249:1089-1130 (Dec. 31) 1953 


*Vacotomy for Duodenal Ulcer: Final Survey After 10 Years. J. R. 
Brooks and F. D. Moore.—p. 1089. 

Surgical Care of Complicated Gastric and Duodenal Ulcer in Small 
Hospitals. R. Adams and S. B. Luria.—p. 1097. 

Gastrectomy in Community Hospital. W. W. Babson.—p. 1101. 

Mucosal Hypertrophy of Stomach: Report of Case. F. Goodale Jr. and 
R. C. Sniffen.—p. 1105. 

Hypertension in Pregnancy. B. Tenney.—p. 1108. 

Spontaneous Hemorrhage Within Rectus Sheath: Report of Case. 
H. Cohn, W. Hoffman and M. G. Goldner.—p. 1115. 





Evaluation of Vagotomy for Duodenal Ulcer.—Brooks and 
Moore made follow-up studies on 132 patients who had under- 
gone vagus resection at the Massachusetts General Hospital 
between 1943 and 1948. The majority had been chosen for 
this operation because they were young men with high levels 
of emotional response to their work or surroundings; that is, 
their disease had a decided central nervous system aspect. 
Patients with severe bleeding or obstruction were not included. 
The majority were subjected to pure transthoracic vagotomy 
because of the conviction that only with a normal, intact 
stomach could the physiological results of vagotomy be ascer- 
tained clinically and studied scientifically. There were also 
patients who had undergone posterior gastroenterostomy and 
who had entered the hospital with marginal ulcers; in a few 
gastroenterostomy had been performed at the time of ab- 
dominal vagotomy; in still others vagotomy for marginal ulcer 
had followed subtotal gastrectomy; and finally, there were a 
few in whom posterior gastroenterostomy was carried out 
after vagotomy because of obstruction. Of the 82 patients who 
underwent only vagotomy 52 obtained either excellent or 
satisfactory results. The results were dubious in nine patients; 
three of these had severe postvagotomy symptoms and six 
had ulcer symptoms. Three died of causes not connected with 
the ulcer. Of 19 patients in whom the vagotomy proved a 
failure, 3 had gastric bleeding, 10 had recurrent ulcers, and 
2 had uncontrollable symptoms of obstruction and were sub- 
jected to subtotal gastrectomy; in 4 with obstructive symptoms, 
a gastroenterostomy was done. The group of patients in whom 
vagotomy was combined with posterior gastroenterostomy in- 
cluded 20 in whom vagotomy was done after a previous 
gastroenterostomy, 12 patients in whom vagotomy and gastro- 
enterostomy was carried out simultaneously, and finally there 
were 4 patients in whom posterior gastroenterostomy was done 
to overcome postvagotomy pyloric obstruction. In 26 of these 
36 patients, the results were excellent or satisfactory. Two 
died of causes unrelated to ulcer; one did not reply to the 
questionnaire; and in 7 the treatment failed. Vagotomy and 
subtotal gastrectomy was done in 14 patients, and the results 
were excellent in all but one. The authors conclude that 
vagotomy alone is not a Satisfactory primary surgical pro- 
cedure for duodenal ulcer when compared with subtotal gas- 
trectomy. They feel that their data do not support the efficacy 
of vagotomy combined with posterior gastroenterostomy in 
the treatment of duodenal ulcer, but judgment must be re- 
served because of the high incidence of preexistent marginal 
ulcer in their small series. The fact that ulcer may recur 
while physiological effects of vagotomy persist, bodes ill for 
the patient who had primary vagotomy combined with gastro- 
enterostomy for duodenal ulcer. The value of vagotomy in 
marginal ulcer after subtotal gastrectomy was substantiated. 
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New York State Journal of Medicine, New York 


53:2903-3076 (Dec. 15) 1953. Partial Index 


Accidents During Infancy and Childhood. J. H. Powers and J. F. 
Lincoln.—p. 2957. 

Outbreak of Typho'd Fever in a Rural New York State Community. 
D. P. McMahon and A. C. Hartnagel.—p. 2962. 

Cardiac Screening in School Health Program. B. F. Mattison, E. C. 
Lambert and W. E. Mosher.—p. 2966. 

Diagnosis and Treatment of Acute Abdominal Emergencies in Infancy. 
J. M. Ferrer Jr.—p. 2975. 
Technic of Radical Mastectomy with Reference to Extens’on of Dis- 
section to Mediastinal and Cervical Nodes. H. W. Meyer.—p. 2977. 
Thromboendarterectomy: Indications and Results in Treatment of Local- 
ized Obstruction of Large Arteries. R. S. Gilfillan.—p. 2986. 

Observations on Surgical Management of Carcinoma of Colon. E. M. 
Miller.—p. 2991. 

Dihydrostreptomycin and Deafness. J. K. Lees and D. M. Markle. 
—p. 2997. 

Retrolental Fibroplasia. L. P. Guy, J. Dancis and J. T. Lanman.—p. 2999. 

*BAL Therapy in Acute Lead Encephalopathy. R. C. Giannattasio and 
M. J. Pirozzi—p. 3017. 

Familial Occurrence of Disseminated Lupus Erythematosus. B. Pirofsky 
and M. A. Shearn.—p. 3022. 


Dimercaprol (BAL) in Therapy of Encephalopathy.—In the 
period from February, 1951, to September, 1952, 14 children, 
ranging in age from 18 months to 3 years, were admitted to 
a Brooklyn hospital with acute lead encephalopathy. Six of 
these children were treated with dimercaprol (BAL), whereas 
the eight others, who served as controls, were given a diet 
high in calcium and inorganic phosphate (1 qt. of milk a day) 
and large doses of vitamin D. The diagnosis of lead poisoning 
was based on a history of pica, characteristic signs and symp- 
toms of lead poisoning, basophilic stippling of the red blood 
cells, increased density at the ends of long bones, and an 
elevation of the level of lead in the urine above 0.08 mg. 
per liter. When one or more of the following manifestations 
were present in a child with lead poisoning, he was considered 
to have encephalopathy—convulsions, increased intracranial 
pressure, persistent vomiting, cranial nerve palsies, muscle 
weakness or paralysis, ataxia, drowsiness, tremors, and in- 
creased concentration of protein in the spinal fluid. Lead 
encephalopathy was considered severe if the patient had re- 
peated convulsions or coma or stupor persisting for more than 
14 hours. Three of the eight cases in the control group were 
severe and five mild. In the group treated with dimercaprol 
three were severe and three mild cases. Dimercaprol was given 
in doses of 4 mg. per kilogram of body weight every four hours 
for 10 days. In the noncomatose children treated with dimer- 
caprol signs and symptoms subsided in 24 or 36 hours. The 
comatose children became alert in from 24 to 72 hours, and 
in one of the three recovery was complete within this period. 
The other two had ptosis of the eyelid, which was transitory. 
In the noncomatose children of the control group the pre- 
senting symptoms persisted for from three days to one week. 
Coma or stupor lasted three to five days. One child died after 
three days in deep coma. The other two comatose patients re- 
tained severe neurological defects, hemiparesis, and blindness. 
Dimercaprol seems to lower mortality and decrease the severity 
of residuals in acute lead encephalography. In proper dosage it 
appears to be a safe therapeutic agent. 


Oklahoma State Medical Assn. J., Oklahoma City 


46:327-380 (Dec.) 1953 


Bladder Tumors. J. C. Sargent.—p. 329. 

Oklahoma Conservation of Hearing Program. J. W. Keys and R. L. 
Millier.—p. 335. 

Coronary Artery Disease. W. S. Jacobs.—p. 340. 

Emergency Administration of Cortisone. R. W. Payne.—p. 345. 


Postgraduate Medicine, Minneapolis 
15:1-90 (Jan.) 1954 

Decompress:on of Gasserian Ganglion and Its Posterior Root for Tri- 
geminal Neuralga. J. G. Love.—p. 1. 

Gangrenous Bowel; Current Therapeut'c Concepts. C. P. Schlicke.—p. 5. 

M.-tral Stenos:s; Surg:cal Therapy from Practitioner’s Viewpoint. N. A. 
Antonius, R. Miller, H. Green and A. D. Crecca.—p. 11. 

Neurogenic Bladder. G. S. Slater.—p. 18. 

Tidal Irrigator. O. A. Nelson.—p. 24. 

Burns Treated by an Open Method. C. K. Lewis.—p. 26. 

Multiple Smallpox Vaccinat‘ons in Treatment of Recurrent Herpes 
Simplex. B. L. Schiff and A. B. Kern.—p. 32. 

Local Hydrocort'sone Acetate for Radiation Proctitis. A. Hurtig.—p. 37. 
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Proc. Staff Meet., Mayo Clinic, Rochester, Minn. 
28:705-736 (Dec. 16) 1953. Partial Index 


SYMPOSIUM ON RECENT ADVANCES IN THE 
SURGICAL TREATMENT OF ANEURYSMS 
*Treatment of Abdominal Aortic Aneurysms by Excision and Grafting. 
R. A. Helden, J. W. Kirklin and R. W. Gifford Jr.—p. 707. 


Arterial Homograft Bank. J. D. Mortensen, J. H. Grindlay and J. W. 
Kirklin.—p. 713. 


Treatment of Peripheral Aneurysms. J. M. Janes.—p. 718. 


Treatment of Saccular Aneurysms of Thoracic Aorta. J. B. Johnston, 
J. W. Kirklin and R. O. Brandenburg.—p. 723. 


Excision and Grafting in Abdominal Aortic Aneurysms.— 
Since aneurysm of the abdominal aorta, particularly the most 
frequent arteriosclerotic type, occurs mostly in persons of 
advanced years, its incidence will increase as the longevity 
of the general population is extended. If these aneurysms re- 
main untreated, the life expectancy is short, because rupture 
and death will be inevitable. The aim of the numerous forms 
of surgical treatment used in the past has been to control 
enlargement and rupture of these aneurysms by reinforcement 
of the wall of the aneurysmal sac from within or without. 
These methods have been largely unsatisfactory. Two cases 
are presented and three others are mentioned in which arterio- 
sclerotic abdominal aortic aneurysms, arising below the origin 
of the renal arteries, were removed and replaced by a pre- 
served homologous aortic graft. Although this form of surgi- 
cal treatment is practical and seems to be ideal theoretically, 
a longer follow-up of the patients treated by this method will 
be necessary to prove its true worth. At present, the authors 
regard it as the method of choice. 


Review of Gastroenterology, New York 


20:857-956 (Dec.) 1953 

Duodenojejunal Diverticulum with Double Gallbladder Observed in Two 
Cases. A. Galambos.—p. 867. 

Common Sense Management of Enterobiasis. W. J. Eckerle.—p. 883. 

Intracellular Biochemical Adaptation; Process Therapy Theory. E. Tuttle. 
—p. 893. 

Preliminary Study of Therapeutic Action and Toxicity of an Anti- 
cholinergic (3-Diethylamino-1-Cyclohexyl-1-Phenyl-1-Ethiodide). S. A. 
Schwartz and H. G. Bauer.—p. 913. 

Postgastrectomy Gastritis. B. J. Ficarra.—p. 917. 


Surgery, Gynecology and Obstetrics, Chicago 
98:1-128 (Jan.) 1954 


*Esophageal Diverticula. F. H. Lahey and K. W. Warren.—p. 1. 

Analysis of 49 Cases of Squamous Cell Carcinoma of Anus. R. S. 
Grinnell.—p. 29. 

Aureomycin Therapy of Chronic Prostatitis, W. E. Schatten and L. 
Persky.—p. 40. 

Cancer of Upper Thoracic Esophagus: Combined Right Thoracoabdomi- 
nal Approach. W. L. Watson, R. Luomanen and J. T. Goodner.—p. 45. 

Effect of Surgery on Dogs Following Whole Body X-Irradiation. G. E. 
Gustafson and F. A. Cebul.—p. 49. 

Use of Erythromycin in Certain Surgical Infections. E. J. Pulaski and 
S. A. Wesolowski.—p. 55. 

Carcinoma of Large Intestine: New Approach to Study of Venous Spread. 
P. L. Barringer, M. B. Dockerty, J. M. Waugh and J, A. Bargen. 
—p. 62. 

Treatment of Chronic Osteomyelitis. T. E. Wilson.—p. 73. 

Combined Anterior Surgical Approach to Carcinoma of Upper Thoracic 
Esophagus. D. B. Conerly Jr., R. I. Carlson and H. W. Scott Jr. 
—p. 84. 

Electropotential Changes in Isolated Mammalian Urinary Bladder. E. L. 
Corey and S. A. Vest.—p. 91. 

*Precipitating Factors in Venous Thrombosis. J. C. Paterson and J. 
McLachlin.—p. 96. 

Anatomic Variations and Pathologic Changes in Coarctation of Aorta: 
Study of 124 Cases. O. T. Clagett, J. W. Kirklin and J. E. Edwards. 
—p. 103. 


Esophageal Diverticula.—In this extensive review Lahey and 
Warren summarize their observations on 365 patients operated 
on for pharyngoesophageal pulsion diverticula and on 9 pa- 
tients with epiphrenic pulsion diverticula. The mechanism of 
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the production of a pulsion pharyngoesophageal diverticulum 
is described and illustrated by roentgenograms and diagrams, 
The diagnosis of pharyngoesophageal pulsion divertici|, js 
almost entirely dependent on their demonstration on ;oep. 
genograms after the patients have swallowed thin mixtures 
of barium. The authors did not find it necessary to employ 
esophagoscopy and believe that it is dangerous in these cases. 
They warn that a roentgenologic diagnosis of pharyngoesopha. 
geal pulsion diverticulum should not be made solely on the 
basis of an anteroposterior roentgenogram, because jn this 
view an esophageal web can closely simulate the spherica| 
globular type of esophageal dilatation that characterizes 4 
second stage pharyngoesophageal diverticulum. They made this 
mistake twice and were distressed by failure to find the sac 
on exploration. In both of these cases they demonstrated that 
the condition was due to a dilatation of the esophagus above 
an esophageal web. They are convinced that a semilatera] 
view of the diverticulum would have prevented this mistake. 
An irregular outline of the sac suggests a possible malignant 
lesion, and in such cases the surgeon should be prepared to 
deal more radically with the lesion. A warning is issued also 
that no attempt should be made to pass a bougie into pharyn- 
goesophageal diverticula of the pulsion type in the third stage, 
since this could cause perforation. A brief outline is presented 
of the history of the surgical treatment, with particular atten- 
tion to the two stage operation and Lahey’s modification. The 
reasons why they regard the two stage operation as preferable 
include among others the low mortality and recurrence rates, 
Only two deaths resulted in the 365 patients. In the 250 con- 
secutive patients in whom more than two and one-half years 
had elapsed since operation, there were 12 recurrences. The 
authors prefer the long longitudinal oblique incision in front 
of the anterior edge of the sternomastoid muscle, to the goiter 
incision and to the transverse incision. The interval between 
the first and second stage is now 7 instead of 12 days, the 
authors having found that the sac was well healed into the 
wound in this time and the fascial layers were well walled off 
with granulating tissue. Operative complications are discussed. 
Traction diverticula, in contradistinction to pulsion diverticula, 
rarely require surgical treatment. They are pulled transversely 
or in the upward direction by the inflammatory attachment 
to the cicatrizing and healing bronchial lymph nodes and are 
usually capable of emptying their contents. 


Precipitating Factors in Venous Thrombosis.—Paterson and 
McLachlin say that their approach to the problem of venous 
thrombosis has differed from that of previous investigators 
in that the criteria for the diagnosis of the disease have been 
pathological rather than clinical. They have insisted on the 
actual demonstration of a thrombus at autopsy and have not 
accepted the signs and symptoms as a reliable index. Com- 
plete dependence was placed on the presence or absence of 
thrombi in the veins of the lower extremities as proved by 
dissection of these vessels. Dissections were done on 165 
middle-aged or elderly patients and 72 of these, or 44%, har- 
bored definite thrombi. The theories evaluated were those con- 
cerned with local injury to the vein wall, with abnormal 
blood coagulability and with venous stagnation. Complete 
serial section of 21 -incipient venous thrombi demonstrated 
conclusively that local injury or disease in the vein wall is 
not a factor in the precipitation of bland venous thrombi in 
the lower extremities. Comparisons of antemortem blood 
levels of fibrinogen, fibrinogen B, antithrombin, alpha tocoph- 
erol, fibrinolysin, and of the blood platelet count with 
the presence or absence of venous thrombi in patients who 
subsequently died failed to show any etiological relationships 
in this series. It is concluded that abnormalities in blood 
coagulation, of the types studied, are not important factors 
in the etiology of the disease. The striking tendency of venous 
thrombi, especially incipient thrombi, to be initiated at the 
apices of valve pockets suggests that venous stagnation is a 
major factor in the etiology of phlebothrombosis. Measures 
aimed at improving the venous return from the legs in post- 
operative cases are, therefore, recommended for the prevention 
of thromboembolic disease. 
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34:971-1138 (Dec.) 1953 


Anticoagulant Therapy. G. de Takats.—p. 985. 

«Surgical Considerations of Excisional Therapy for Aortic Aneurysms. 
Dp. A. Cooley and M. E, De Bakey.—p. 1005. 

Resection of Aneurysms of Abdominal Aorta with Anastomosis of Splenic 

to Left Iliac Artery. N. E. Freeman and F. H. Leeds.—p. 1021. 


Treatment of Aneurysms with Follow-Up Studies on Dicetyl Phosphate: 
Report of 36 Cases. R. A. Cowley and G. H. Yeager.—p. 1032. 

Intra-Abdominal Arterial Anastomoses: An Experimental Study. E. S. 
Hurwitt, S. Altman, M. Borow and M. Rosenblatt.—p. 1043. 

Use of Nylon Net for External Support of Blood Vessel Grafts and 
Aneurysms. L. L. Vargas and R. A. Deterling Jr.—p. 1061. 

*Evaluation of Factors Which Influence Circulation in Extremities with 
Obliterative Arterial Disease. J. J. Cranley, L. G. Herrmann and 
R. M. Preuninger.—p. 1076. 

Present Status of Surgery of Mitral and Aortic Stenosis. J. Johnson, 
Cc. K. Kirby and H. F. Zinsser.—p. 1090. 

Experimental Surgical Repair of Ventricular Septal Defects. H. King, 
H. B. Shumacker Jr. and N. Deniz.—p. 1100. 


Excisional Therapy for Aortic Aneurysms.—Cooley and De 
Bakey show that the methods of surgical treatment of aneu- 
rysms have been directed chiefly toward obliteration of the 
aneurysm by promotion of thrombosis within the sac by liga- 
tion, introduction of foreign material, or stimulation of peri- 
arterial fibrosis. None of these methods has proved satisfactory 
and only rarely has any of them achieved a cure. Recent 
observations on patients with aneurysm of the abdominal 
aorta, previously treated by Cellophane wrapping and subse- 
quently resected, provide good reason to believe that this 
method not only has limited value but may even be harmful. 
Excision of the aneurysm with restoration of continuity is 
considered the procedure of choice and may be applied much 
more frequently than has been previously realized. This can 
be accomplished in sacciform aneurysms of the thoracic aorta, 
usually syphilitic in origin, by tangential excision with lateral 
aortorrhaphy. For aneurysms of the lower thoracic and par- 
ticularly the abdominal aorta, most of which are fusiform 
and arteriosclerotic in origin, excision of the aneurysm usually 
necessitates resection of a varying segment of the aorta. Under 
such circumstances restoration of aortic continuity requires 
the use of aortic homografts. The technical aspects of the 
excisional therapy are discussed on the basis of cases. The 
authors performed resection of the aneurysm and involved 
aorta with replacement by aortic homografts in 13 cases, in 
one of which the aneurysm was located in the lower thoracic 
aorta. In all of the 12 cases in which the aneurysm occurred 
in the abdominal aorta it was fusiform in type, and in 9 of 
these the aneurysm involved the bifurcation, necessitating its 
resection. The only death in this series occurred on the 13th 
postoperative day of progressive uremia and secondary hemor- 
rhage in a 74-year-old woman. In an addendum the authors 
say that since the presentation of this report in May, 1953, 
excision of aneurysms of the aorta with restoration of vascu- 
lar continuity by aortic homograft has been performed in 14 
additional patients. In 11 of these, the aneurysm involved the 
abdominal aorta and necessitated removal of the bifurcation. 
Three deaths occurred in this latter group, two as a result of 
coronary thrombosis and the third presumably from pelvic 
thrombosis. All other patients surviving the operation, includ- 
ing those in the original report, remain well. 


Circulation in Obliterative Arterial Disease.—The fact that 
there are patients with only partial arterial insufficiency de- 
spite complete occlusion of the major vessels of the lower 
extremity demonstrates the potential efficiency of the collateral 
arterial circulation and demonstrates as well that arterio- 
sclerosis obliterans does not invariably lead to complete 
ischemia, but, instead, the circulation of the limb may even 
improve as the collateral circulation develops. Cranley and 
collaborators feel that because of this it seems best to give 
attention to methods of increasing the efficiency of the col- 
lateral circulation rather than to attempts to remove or by- 
pass localized areas of obstruction in an arterial tree that is 
diffusely involved in the obliterative process. The mechanisms 
affecting blood flow to an extremity are concerned with the 
laws of hydraulics and are governed by the head of pressure, 
peripheral resistance, and the viscosity of the blood. At the 
present time, attempts to decrease the peripheral resistance to 
the flow of blood offer the greatest promise in the treatment 
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of obliterative arterial disease of the lower extremities. When 
evaluating the efficacy of various medicaments for the treat- 
ment of this disease, it is necessary to keep in mind some of 
the pitfalls likely to lead to erroneous conclusions. In the 
first place, vasomotor tone is higher in the lower extremity 
than in the upper extremity or in the face; therefore, flushing 
of the face or hands is not evidence that the chemical pro- 
duces vasodilatation in the feet. Second, it is much more 
difficult to bring about vasodilatation in the extremity with 
obliterative arterial disease than in the normal extremity. That 
is why a drug may appear to be highly effective when tried 
on normal extremities and have a negligible effect on the circu- 
lation of a diseased extremity. Third, any method that pro- 
duces widespread vasodilatation will have a greater effect on 
areas of the body in which the blood vessels are normal than 
in an extremity with obliterative arterial disease. These factors 
explain why various vasodilating agents are ineffectual in 
advanced obliterative arterial disease of the lower extremities. 
Intermittent venous occlusion, intra-arterial histamine, and 
estrogenic hormones may be of some value in the treatment 
of certain cases of obliterative arterial disease of the lower 
extremity. Passive vascular exercises also are of benefit to 
some patients with obliterative arterial disease, and it may be 
possible to increase their effectiveness by enclosing a greater 
area of the body within the negative pressure chamber. Lum- 
bar sympathetic ganglionectomy is the most effective means 
available for prolonged peripheral vasodilatation in patients 
with obliterative arterial disease of the lower extremity. This 
vasodilatation selectively reduces the resistance to the flow 
of blood in the area in which an increased blood flow is 
most needed. At the present time, it cannot be said whether 
or not it affects the collateral arteries directly, but there is 
evidence that the nutrition of the tissues improves significantly 
with the passage of time. Thus, it seems that in some way 
it favors the development of the collateral arterial circulation. 


Tennessee State Medical Assn. Journal, Nashville 


46:445-496 (Dec.) 1953 


*Anxiety States. F. H. Luton.—p. 445. 

Surgical Management of Advanced Cancer of Oropharynx, Hypopharynx, 
Larynx and Cervical Esophagus: Preliminary Report. R. R. Braund and 
E. W. Cocke Jr.—p. 452. 

Use of Human Immune Gamma Globulin in Treatment of Infectious 
Mononucleosis. R. A. Steadman.—p, 458. 


Anxiety States.—Anxiety, fear, uneasiness, apprehension, and 
panic are all modalities of emotion that are common to all 
of us. Anxiety in relation to physical disease is something that 
brings the patient to the physician for treatment and is normal 
and protective. The anxiety that leads the patient to go from 
physician to physician, that leads to the discussion of his 
symptoms with many persons, that impels him to read the 
medical columns in the newspaper as the first topic of the 
day, that brings him to the physician’s office for frequent visits, 
and that causes him to be upset by cancer and heart posters 
are all forms of anxiety that point to more than average 
manifestations of the emotion. When it gets to this degree, 
we deal with the “anxiety state,” an extremely frequent pat- 
tern of psychoneurosis. Physical examination usually reveals 
such a patient to be uneasy, flushed, and restless; he may 
perspire freely and present wet palms and moist axillas. His 
pupils may be dilated, his hands and body tremulous, his 
breathing shallow, his pulse accelerated, and his tongue and 
mouth dry. He may suffer polyuria or diarrhea, may be nause- 
ated and vomit, and may have a loss of appetite. Further 
medical study may show an elevated blood pressure, increased 
leukocyte count, raised blood sugar level, sometimes hypo- 
glycemic response, hyperventilation, tetany, and other meta- 
bolic and chemical imbalances. An emotion generated by a. 
conflict in the personality is the chief factor in the etiology 
of the anxiety state or reaction. The treatment of the anxiety 
state begins with the first interview. Much depends on the de- 
velopment of a good relationship with the physician. The 
interviewing should give the patient the feeling that there is 
time for him to present his complaints. The background of 
the anxiety must be investigated. Treatment aims at ventila- 
tion, reassurance, suggestion, reeducation, and explanation. 
Physical factors must be considered and treated. 
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Virginia Medical Monthly, Richmond 
81:1-52 (Jan.) 1954 


Primary Cancer of Lung. F. P. Coleman.—p. 7. 

Total Approach to Diagnos’s of Pulmonary Tuberculosis. C. W. LaFratta. 
—p. 17. 

*Congenital Diaphragmatic Hernia: Report of Repair 1712 Hours After 
Birth. M. A. Johnson III.—p. 22. 

Near Fatal Anaphylactic Shock Associated with Administration of Peni- 
cillin. C. G. Gaddy.—p. 25. 

Dermatorrhexis: Case Report (So-Called Ehlers-Danlos Syndrome). B. D. 
Packer and J. F, Blades.—p. 27. 


Congenital Diaphragmatic Hernia.—The youngest patient ever 
reported on who was operated on for a congenital diaphrag- 
matic hernia and survived was a 17'4-hour-old baby boy 
born on Feb. 25, 1952. He was dyspneic and cyanotic at birth. 
The results of the initial repair were not definitive, and the 
patient’s condition deteriorated because of extreme stretching 
of the diaphragm that resembled a primary eventration. A 
second intervention about two and a half months later yielded 
excellent results, and the patient has remained perfectly well. 
In this case, the extent of nonattachment and underdevelop- 
ment of the diaphragm was very great; the author attributes 
the favorable outcome to the early intervention. It is empha- 
sized that all newborns with persistent dyspnea and cyanosis 
should be studied early roentgenologically. If a diaphrag- 
matic hernia is found, the earlier the operation is performed 
the better. It should be feasible in many instances to operate 
before the infant is more than 5 or 10 hours old. 


Wisconsin Medical Journal, Madison 
§2:623-758 (Dec.) 1953 


Newer Developments in Radiation Therapy of Cancer. T. Leucutia. 
—p. 623. 

Leukemia and Its Complications. M. Hardgrove.—p. 626. 

Decompression of the Ganglion and Posterior Root of Fifth Nerve for 
Trigeminal Neuralgia. E. J. Kiefer and D. Cleveland.—p. 629. 

*Treatment of Thyrotoxicosis with Radioactive Iodine. E. C. Albright. 
—p. 631. 


Treatment of Thyrotoxicosis with Radioactive Yodine.—l'*'! 
was used in treating 327 patients with thyrotoxicosis during 
the period between May, 1947, and September, 1952. Measure- 
ment in vivo of the 24 hour accumulation of radioiodine pro- 
vides a practical diagnostic test of thyroid function in patients 
being evaluated for radioiodine therapy. Analysis of more than 
1,000 diagnostic studies showed that an uptake of 50% or 
more of the dose at 24 hours is indicative of hyperthyroidism; 
values of from 10 to 40% are normal; and those ranging from 
zero to 10% are usually seen in hypothyroidism. Treatment 
with I'%1 is indicated for all patients with diffuse goiters, with 
or without exophthalmos; for patients with nodular goiters 
who are poor surgical risks or in whom there is a postopera- 
live recurrence of toxicity, especially if the recurrent laryn- 
geal nerve was injured in the operation; and for patients 
intolerant to antithyroid drugs in whom surgical procedures 
are contraindicated. Pregnancy is an absolute contraindication 
to the use of radioactive iodine. Surgical treatment is manda- 
tory whenever there is any suspicion of malignancy in the 
thyroid. Relative contraindications to [I'*! therapy are the 
presence of a very large thyroid or a substernal goiter; delayed 
remissions and comparative resistance to treatment are often 
found in the first case and in the second there is an increased 
risk of malignancy. Determination of the proper therapeutic 
dose depends on a knowledge of the uptake, the estimated 
weight of the thyroid, and the desired tissue concentration of 
the isotope. The incidence of myxedema can be kept low by 
selecting a conservative initial dose and repeating the treat- 
ment for those patients who do not obtain a remission with 
one dose. The average total dose required for remission of 
thyrotoxicosis in this series was 6.1 mc. and the average num- 
ber of doses required was 1.4; in 58% of the patients one 
dose sufficed. Exceptionally large doses (in excess of 10 mc.) 
were required in 21 resistant patients now in satisfactory re- 
mission. The results were excellent in 89% of the patients. 
Failure was encountered in only 2.1%. The recurrence rate, 
based on relapse after six months of complete remission, was 
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0.6%. There were no instances of damage to the parathyroiq 
glands or the recurrent laryngeal nerve. Hypothyroidism, noted 
transiently in some cases, is apparently permanent in 2.4% 
of the patients. Four patients died, but in no case was the 
death attributable to the administration of radioiodine jisel. 


FOREIGN 


Brain, London 
76:515-688 (Dec.) 1953. Partial Index 


Disturbances of Visual Perception and Their Examination. BE. Bay. 
—p. 515. 

Cerebral Lipids in Disseminated Sclerosis and in Amaurotic Family 
Idiocy. J. N. Cumings.—p. 551. 

Necrosis of Spinal Cord Due to Thrombophlebitis (Subacute Necrot'¢ 
Myelitis). W. G. P. Mair and J. F. Folkerts.—p. 563. 

Neurological Importance of Tumours of Glomus Jugulare. E. R. B'cker- 
staff and J. S. Howell.—p. 576. 

*Diabetic Neuropathy: Clinical Study of 150 Cases. M. M. Martin. 
—p. 594, 


Diabetic Neuropathy.—Martin studied 150 patients with dia- 
betic neuropathy to elucidate the relationship of diabetes mel- 
litus to the development of its neurological complications, the 
importance of vitamin B, (thiamine) deficiency and vascular 
degeneration in their causation, and the incidence of autonomic 
nerve involvement. Of the 150 patients, 70 (47%) were males 
and 80 (53%) were females. Since the experience at most dia- 
betic clinics and general population surveys of disease suggest 
that female diabetic patients predominate in a much larger 
ratio than that observed in the author’s series, there may be 
more male than female diabetic patients in whom neuropathy 
may develop. Of the 150 patients only 8 (5%) were aged less 
than 30, while 104 (70%) were aged over 50. In 42 of the 
150 patients, the presence of diabetes mellitus preceding the 
nerve involvement was unknown; 36 of the 42 patients were 
aged over 50. Of the remaining 108 patients who were known 
diabetics at the time of onset of the nervous disorder, 7 were 
less than 30, 33 were between the ages of 30 and 49, and 68 
were over 50. These data confirmed that diabetic neuropathy 
is relatively uncommon in the younger age groups, but other- 
wise it is fairly evenly distributed among known diabetics of 
all ages. Symptoms and signs were those of involvement of the 
peripheral nerves only. The high incidence of vasomotor dis- 
turbances, impotence, diabetic diarrhea, and neuropathic blad- 
der dysfunction was considered evidence of a disturbance of 
function of the autonomic nervous system. Neuropathic foot 
lesions were common and were unrelated to the presence of 
sepsis or occlusive vascular disease. Results of skin tempera- 
ture studies of the lower extremities of the patients with dia- 
betic neuropathy and oscillometric readings of the pulsations 
in the calves of these patients did not suggest that vascular 
disease is of importance in the causation of diabetic neuropa- 
thy. Twelve patients were given 100 mg. of vitamin B, both 
intramuscularly and by mouth for periods up to three months 
in addition to insulin therapy. The rate of improvement was 
no more rapid than in patients not given additional vitamin 
B,. Intravenous pyruvate tolerance tests provided strong evi- 
dence that there was no abnormality of pyruvate metabolism 
associated with diabetic neuropathy. These observations sup- 
ported the author’s opinion that neither primary or conditioned 
vitamin B, deficiency plays any definite part in the causation 
of the diabetic peripheral nerve disease. The development of 
diabetic neuropathy after prolonged periods of diabetic neglect, 
as well as after the establishment of diabetic control by insulin, 
suggested that the nerve disease not only is truly diabetic and 
intimately related to the disturbance of carbohydrate metabo- 
lism, but may, in some cases, be related to the speed or extent 
of alterations in carbohydrate metabolism and its associated 
changes. Although a variety of therapeutic measures may 
prove of value, adequate diabetic treatment seemed essential 
to recovery from the nerve complication. Diabetics generally 
seem liable to develop nerve degeneration. Although the 
margin of safety is small, adequate diabetic treatment would 
appear to protect most of the patients from clinical manifesta- 
tions. 
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Thorax, London 
8:251-332 (Dec.) 1953 

smooth-Muscle Tumours of Oesophagus. J. B. Johnston, O. T. Clagett 
and J. R. McDonald.—p. 251. 

Congenital Absence of Trachea. I. Kessel and J. N. Smith.—p. 266. 

Reconstruction of Trachea. C. Rob and L. L. Bromley.—p. 269. 

Intrapulmonary Rupture of Hydatid Cysts of Liver. H. Toole, J. Propa- 
toridis and N. Pangalos.—p. 274. 

Anatomical and Surgical Study of Extra-Thoracic Fascia. M. Latarjet 
and P. Juttin.—p. 282. 

Value of Cytological Examination of Sputum in Diagnosis of Carcinoma 
of Bronchus. R. C. Jennings and K. M. Shaw.—p. 288. 

Deoxyribonuclease in Treatment of Purulent Bronchitis. P. C. Elmes and 
i. C. White.—p. 295. 

Massive Atelectasis Due to Fibrinous Bronchitis. P. B. Woolley.—p. 301. 

Performance of Patients with Ankylosing Spondylitis in Maximum Ven- 
tilatory Capacity Test. J. L. D’Silva, D. E. Freeland and G. Kazantzis. 

p. 303. 
Localized Amyloid Infiltrations of Lower Respiratory Tract. F. Whitwell. 
p. 309. 

Diffuse Fibro-Leiomyomatous Hamartomatosis of Lung. D. B. Cruick- 
shank and G. K. Harrison.—p, 316. 

Gangrene of Forearm After Subclavian Arterio-Aortostomy for Coarcta- 
ton of Aorta. C. F. Kittle and P. W. Schafer.—p. 319. 

Fate of Lower Apical Segment in Resections for Bronchiectasis. J. L. 
Collis.—p. 323. 

Paralysis of Diaphragm After Pneumonia and of Undetermined Cause. 
4. H. C. Couch.—p. 326. 


Cytological Examination of Sputum in Bronchial Carcinoma. 
—Of 403 patients with an established diagnosis of bronchial 
carcinoma, the sputum was examined for malignant cells in 
395. The wet-film-methylene-blue staining method was used. 
Malignant cells were found in the sputum of 240 patients 
60.7%). The percentage of positive results would have been 
much higher, if the minimum number of six sputum examina- 
tions had been carried out in all patients, but 15 had only one 
examination and 55 had only three examinations or less. Of 
563 patients with nonmalignant condition of the lungs, false 
positive results were obtained in 6 patients, and these represent 
2.5% of the correct positive results. In 153 (63.8%) of the 
240 patients with malignant cells in the sputum, the cells were 
of the squamous type. Bronchoscopy was performed on 379 
patients. Malignant cells were detected on cytological exami- 
nation of the sputum in 231 of these patients, while results 
of the cytological examination were negative in 148; bronchial 
biopsy yielded positive results in 94 (39.2%) of the 231 pa- 
tients and in 64 (41.3%) of the 148 patients. It is concluded 
from these data that the position of the growth in the lung 
does not influence the chance of finding malignant cells in the 
sputum. Pneumonectomy or lobar or segmental resection was 
performed on 161 patients; 101 (62.7%) of the 161 patients 
had sputums with malignant cells; these cells thus are likely 
to be found in operable as well as in advanced cases. Four 


! 


illustrative cases are described in detail. 


Transactions Royal Soc. Trop. Med. and Hyg., London 
47:441-584 (Nov.) 1953. Partial Index 


African Sch‘stosomiasis. J. M. Amberson and E. Schwarz.—p. 451. 

Field Studies of Some of the Basic Factors Concerned in Transmission of 
Malaria. G. Davidson and C. C. Draper.—p. 522. 

Iron “Overload” in South African Bantu. A. R. P. Walker and U. B. 
Arvidsson.—p. 536. 


*Effect of Adrenocorticotropic Hormone on Elephantiasis of Lower Limb. 
J. A. McFadzean.—p. 561. 


Effect of Corticotropin on Elephantiasis—Tropical elephanti- 
asis is associated with infection by the filarial parasite Wucher- 
eria bancrofti. The adult worms, which inhabit the lymphatics 
of the groin, are believed to produce edema and later ele- 
phantiasis by obstruction of the lymph flow. It was thought, 
first, that corticotropin might interfere with the reaction around 
the worms in the lymphatics of the groin and, second, that 
corticotropin might reduce the amount of eiephantoid tissue 
in the limb. Measurement of the circumference of the leg 
by a tape measure was found to be inaccurate; therefore, a 
method of measurement by water displacement was _ used. 
Much care has to be observed in assessing the value of treat- 
ment, as the size of an elephantoid limb varies greatly, de- 
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pending on the amount of standing and exercise undertaken 
by the patient. On admission, each patient was kept moving 
about during the day, for two or three days, and was not 
allowed to elevate his legs at all during the daytime. The limb 
was measured at the same time daily until a fairly constant 
maximum figure was obtained. The patient then had complete 
rest in bed and a crepe bandage was applied to the affected 
limb and renewed daily at the same time and by the same 
person. When a steady minimum reading was obtained corti- 
cotropin therapy was commenced. An injection of 12.5 mg. 
was given at 6 hour intervals for two days, followed by 15 
mg. at 6 hour intervals for two days, followed by 20 mg. at 
6 hour intervals for four days. Subsequently, if no improve- 
ment was observed at any stage during this treatment, the 
doses were gradually reduced. The patients were weighed daily 
and were given a high protein, salt-restricted diet, a restricted 
fluid intake, and 0.5 gm. of potassium acetate four times daily 
before and during corticotropin treatment. Five patients with 
elephantiasis were investigated; three were treated with cor- 
ticotropin and the other two served as controls. The prelimi- 
nary bed rest and bandaging decreased the water deplacement 
of the legs up to 53%. The subsequent administration of 
corticotropin had no significant effect. Two of the patients 
treated had a very high eosinophilia, and the total number of 
eosinophils in the blood was only slightly affected by corti- 
cotropin. The author feels that many of the successes claimed 
for unorthodox treatments are the result of rest in bed. 


Tuberkulosearzt, Stuttgart 
8:1-68 (Jan.) 1954. Partial Index 


Clinical Aspects of Closed Healing of Cavities by Spontaneous Closure 
of Bronchi w-th Calc-um Sequesters, O. Nagel and W. Hoppe.—p. 1. 
Local Treatment of Tuberculous Empyema w.th Isonicotinic Acid Hydra- 
zide (Isoniazid), P. von Gerzanits.—p. 15. 

*Hemorrhagic D2iathesis as Complication of Therapy wth Isoniazid. 
G. Walther and K.-A. Winter.—p. 20. 

Working Capacity During and After Pneumothorax Therapy. H. P. 
Harrfeldt —p. 24. 

Bone Tuberculosis and Pregnancy. K. Ullmann.—p. 44. 


Hemorrhagic Diathesis as Complication of Therapy with Iso- 
niazid.— Walther and Winter report that 12 of 60 tuberculous 
patients treated only with isoniazid showed signs of an increased 
tendency to hemorrhages. Nine had microhematuria, four had 
petechiae, three had hemoptysis, and one had hemorrhage into 
the fundus oculi. In 8 of these 12 patients, the Rumpel-Leede 
phenomenon (subcutaneous hemorrhage on stasis) was present. 
The clinical signs of the hemorrhagic tendency were slight in 
some cases and were observed only because special attention 
was given to the possibility that they might result from treat- 
ment with isoniazid. In 1951 the authors observed a man with 
extensive bilateral exudative cavernous pulmonary tuberculosis, 
in whom treatment with isoniazid had resulted in reduction of 
coughing and of the quantity of sputum as well as in weight 
gain, but after a total of 18 gm. of isoniazid had been given 
painful swellings of the joints and numerous small cutaneous 
hemorrhages appeared together with microhematuria, appear- 
ance of the Rumpel-Leede phenomenon, and changes in the 
coagulation factors. Despite treatment with vitamins P and C, 
the petechiae become severer, and treatment with isoniazid 
had to be interrupted. Resumption of treatment resulted in 
petechial hemorrhages, and finally treatment with isoniazid had 
to be permanently discontinued. In 2 of the aforementioned 12 
patients, treatment with isoniazid had to be interrupted be- 
cause of the hemorrhagic tendency. In a third case treatment 
with isoniazid could be resumed after a temporary interruption. 
In order to decide whether the hemorrhagic tendency had to 
be ascribed to the isoniazid or could be ascribed to the tuber-, 
culosis, the factors that play a part in hemostasis and blood 
coagulation were studied in 15 patients before and during iso- 
niazid therapy. While these studies did not reveal definite im- 
pairment of the coagulating factors, three patients showed a 
noticeable reduction in capillary resistance, and so the hemor- 
rhagic tendency is regarded as a result of the isoniazid ther- 
apy, elicited by a pathergic reaction in an organism harboring 
a tuberculous process. 





J.A.M.A. April 10, 1954 


BOOK REVIEWS 


The Digestive Tract in Roentgenology. By Jacob Buckstein, M.D., 
Assistant Professor of Clinical Medicine, Cornell University Medical 
College, New York, Volume I: Introduction, the Hypopharynx and the 
Esophagus, the Stomach, the Duodenum. Volume II: The Small In- 
testine, the Large Intestine, Herniation and Eventration of the Diaphragm, 
the Gallbladder and the Bile Ducts, Spleen, Liver and Pancreas. Second 
edition. Cloth. $30. Pp. 543; 547-1202, with 1534 illustrations. J. B. Lippin- 
cott Company, 227-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 
Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1953. 


In 1948 J. B. Lippincott Company published the first edition 
of this book. This single volume was an expansion of a book 
written by Dr. Buckstein but published at an earlier date by a 
different publisher. The present two-volume work is a second 
expansion that contains some new material and brings up-to- 
date some of the older material. The first edition has been 
accepted as one of the standard references on the roentgeno- 
logic method as it applies to the organs of digestion, and it is 
to be expected that the new edition will occupy a similar niche 
on the bookshelves of physicians interested in the diagnoses and 
treatment of disorders of the digestive tract. The organization 
of material is unchanged. Each segment of the alimentary tract 
is dealt with in turn; a brief review of the development of the 
method as it applies to the organ under discussion is followed 
by a description of present-day techniques. Brief case reports 
iliustrating particular points of diagnosis are cited, and each 
chapter ends with a list of representative references. Volume 1 
includes sections on the hypopharynx and esophagus, the stom- 
ach, and the duodenum. Volume 2 deals with the small intes- 
tine, the large intestine, herniation and eventration of the 
diaphragm, the gallbladder and bile ducts, and the spleen, liver, 
and pancreas. Illustrations are numerous, well chosen in most 
instances, and excellently reproduced. More care has been taken 
in this edition to present each figure close to that portion of the 
text that relates to it, making it easier for the reader to follow 
the author’s argument. 

The relative lack of information concerning the digestive 
tract in infancy, which was a minor defect of the first edition, 
has been corrected by the addition of material dealing with the 
esophagus of the infant, the anomalies of development of this 
organ and of the neighboring vascular structures that affect it, 
infantile pyloric stenosis, and the newer ideas regarding the cause 
and treatment of congenital megacolon. Other important new 
material concerns the effect of myasthenia gravis and bulbar 
palsy on deglutition, the role of regurgitation in the production 
of esophagitis, the diagnosis of tumors of the papilla of Vater, 
and the value and technique of portal venography. 

The author presents the concept of prolapse of the gastric 
mucosa through the pylorus but expresses the belief that the 
condition is met with more rarely than some recent articles 
insist. He discusses the disadvantages of the mass survey method 
for the detection of carcinoma of the stomach, proposing in its 
stead the application of ordinary procedures for all patients with 
digestive symptoms, however mild, for those suffering from per- 
nicious anemia or an unexplained hypochromic anemia, and for 
those without free hydrochloric acid in the gastric juice. 

The author has been a member of the gastrointestinal roent- 
gen division of Bellevue Hospital in New York City for 32 
years. In his book he draws on his vast experience and the 
enormous amount of material at his disposal to propound well- 
recognized doctrines. The two volumes can be recommended to 
all physicians and radiologists interested in the diagnosis and 
treatment of gastrointestinal disorders. 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
so stated. 


Dystrophia musculorum progressiva: Eine genetische und klinische 
Untersuchung der Muskeldystrophien. Von Prof. Dr. P. E. Becker. s nm- 
lung psychiatrischer und neurologischer Einzeldarstellungen. Herausgeveben 
von K. Conrad, W. Scheid, und H. J. Weitbrecht. Cloth. 28.50 marks 
Pp. 311, with 101 illustrations. Georg Thieme, Diemershaldenstrasse 47 
(14a) Stuttgart-O; [agents for U. S. A., Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16], 1953. 


This monograph is a study of progressive muscular dystrophy 
in 104 families living in the vicinity of Freiburg, Germany. The 
material was collected in the period from 1938 to 1940, but 
publication was delayed by the war. The families are divided 
into two groups according to whether the dystrophy affected 
mainly the shoulder or pelvic girdle. These two groups are 
further subdivided on the basis of pattern of inheritance. There 
is an appendix of about 150 pages that gives fairly full case 
reports on 22 families with the shoulder girdle type of dystrophy 
and 64 families with the pelvic girdle type. The analysis of the 
case material from the genetic standpoint is carefully done, but 
there is little consideration of the biochemical or pathological 
features of the disease. The bibliography is extensive and in- 
cludes the important publications from the European and 
American literature. The references are mainly to articles pub- 
lished before the war, but a number of recent American refer- 


-ences are included. Most of the illustrations are “family trees” 


showing the incidence of the disease in various families. The 
division of cases of muscular dystrophy into shoulder girdle and 
pelvic types does not seem valid; however, the monograph con- 
tains a wealth of data on the genetic factors in progressive 
muscular dystrophy, and it should be of value to geneticists and 
all physicians interested in muscular dystrophy. 


Jahresbericht 1950/51, Tuberkulose-Forschungsinstitut Borstel, Institut 
fiir experimentelle Biologie und Medizin. Mit Beitragen von H. J. Arndt, 
et al. Herausgegeben von Enno Freerksen. Cloth. 29.60 marks. Pp. 451, 
with illustrations. Springer-Verlag, Reichpietschufer 20, (1) Berlin W. 35 
(West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; Gottingen, 1953. 


This important book contains summaries of two years’ work 
by the large, competent, and diligent staff of the Borstel Tuber- 
culosis Institute. Founded in the autumn of 1947, the institute is 
dedicated to the study of tuberculosis as a biological problem 
in man and animal. Bacteriologists, pathologists, clinicians, epi- 
demiologists, veterinarians, pharmacologists, biochemists, physi- 
ologists, and roentgenologists are represented by fundamentally 
significant contributions in this volume, and these are in the form 
of objective research data, as distinguished from the familiar 
review with references. 

Eight of the chapters report experiments in chemotherapy, 
especially with the thiosemicarbazones. Nine deal with the varied 
aspects of antibiotics, their persistence in the body, their excre- 
tion, their presence in normal saliva, and the production of an 
antituberculous substance by Escherichia coli. Here there is an 
especially remarkable chapter reporting a study on the distribu- 
tion of antibiotics among higher plants, the oddities of this dis- 
tribution within species and among the different parts of a given 
plant, and the possibility of finding inexpensive new antibiotics 
in unexpected vegetable sources. Six chapters contain contribu- 
tions to roentgenology and three to surgery (especially follow-up 
studies after thoracoplasty, phrenicotomy, and similar pro- 
cedures). The eight chapters that may be classified as physiologi- 
cal include new data on the innervation of the lung and on dark 
adaptation; the three on experimental pathology include one on 
the use of radioactive iodine in the study of thyrotoxicosis pro- 
duced by fright in wild rabbits. The biophysical chapters include 
two on other applications of radioactive isotopes, two on micros- 
copy, and one on other problems of instrumentation. Two chap- 
ters are essentially bacteriological, and of the five biochemical 
chapters some deal with organic sulfur compounds important in 
chemotherapy. 

This book makes one fervently hope for the time when an 
easily learned universal language will make publications of this 
sort immediately intelligible to the scientific public on a world- 
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wide scale. As it is, a multitude of investigators in the field of 
tuberculosis will have to work assiduously to read this book, for 
every page of it is important. 


Eleven Blue Men and Other Narratives of Medical Detection. By Berton 
Roueché. Cloth. $3.50. Pp. 215. Little, Brown & Company, 34 Beacon 
St., Boston 6, 1953. 


This is a fascinating and revealing book about authentic medi- 
cal detection that occurred in or near New York City in the 
past decade. The author, who received a Lasker Foundation 
Award for medical reporting in 1950 and is a member of the 
stafl of the New Yorker, in which all the narratives were first 
published, writes in the lively style characteristic of this maga- 
zinc. a work replete with authenticity and containing the in- 
oredients of suspense, mystery, and drama. The heroes of these 
stories are not police officials but doctors—medical inspectors, 
epidemiologists, and research investigators, while for the most 
part the criminals are not human beings but microorganisms. 
The narratives deal with such diverse themes as the story of 
Donora, Pennsylvania’s nightmarish experience with smog, 
which affected half the town’s population of 6,000, killing 20 
persons; the forestalling of a smallpox epidemic; the sprightly 
history of medical opinions on gout; rickettsialpox, psittacosis, 
leprosy, tetanus, and botulism; typhoid and trichinosis; and the 
rediscovery of antibiotics. These stories have a significance that 
transcends their value as excellent entertainment—they superbly 
relate how pestilence is kept at bay through the intelligent efforts 
of relatively few, strategically placed doctors. This book is highly 
recommended to all physicians. 


Coal Tar and Cutaneous Carcinogenesis in Industry. By Frank C. 
Combes, M.D., Professor of Dermatology and Syphilology, New York 
University Post-Graduate Medical School, New York. Publication number 
186, American Lecture Series, monograph in American Lectures in Derma- 
tology, edited by Arthur C. Curtis, Chairman, Department of Dermatology 
and Syphilology, University of Michigan, Ann Arbor. Cloth. $2.75. Pp. 
16, with 25 illustrations. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific Publications,. Ltd., 49 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, 1954. 


When in 1951 the U. S. Public Health Service published its 
extensive report “Survey of Compounds Which Have Been 
Tested for Carcinogenic Activity,” 357 of 1,329 compounds 
were listed as having been the source of malignant or benign 
tumors in animals. Despite these findings, there was much doubt 
that these compounds caused tumors in human beings. Even 
sodium chloride was listed as an occasional source of sarcoma. 
The question was asked, “Where are the human cases?” Now 
in this small, beautifully printed and bound volume, the author 
presents numerous human cases, chiefly through superb photo- 
graphs. It might be asked why the coal tar and petroleum de- 
rivatives were selected, when many other industrial chemicals 
are known to be carcinogenic. One answer is that a single 
petroleum plant starting with crude oil as its sole raw material 
provides as many as 700 different products. This multiplicity 
of derivatives and the fact that carcinogenesis is linked with 
coal tar and petroleum products oftener than with any other 
group makes this selection reasonable. The author discusses 
naphthalene and carbazole, the carcinogenic hydrocarbons, the 
photodynamic action of light, injuries to the skin from coal tar, 
cancers caused by petroleum, and the prevention of such 
cancers, 


Pictorial Introduction to Neurological Surgery. By G. F. Rowbothan 
and D. P. Hammersley. Cloth. $4.50. Pp. 108, with 81 illustrations. Wil- 
liams & Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2; 
E. & §. Livingstone, Ltd., 16 and 17 Teviot Place, Edinburgh 1, 1953. 


This monograph is designed to aid the general surgeon who 
is called on to care for various types of head injuries. Two- 
thirds of the contents consist of excellent drawings showing 
step by step the methods of carrying out the various pro- 
cedures. In the first chapter, the authors describe the prepa- 
ration of the operating table, positioning of the patient, method 
of intratracheal anesthesia, method of draping, and general 
setup of the operating room as in use at the University of Dur- 
ham. Subsequent chapters illustrate in detail the fundamental 
technical procedures employed in operations on the scalp, skull, 
and brain. The final and largest chapter, comprising half the 
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book, is devoted to the surgical treatment of head injuries. Under 
separate headings the authors describe the surgical treatment of 
extradural hemorrhage, subdural subarachnoidal collections and 
brain swellings, closed fractures of the skull, compound wounds 
of the head, repair of lacerations of the dural sinuses, cerebro- 
spinal fluid rhinorrhea, chronic subdural hematomas, osteo- 
myelitis of the skull, repair of dural defects, and excision of 
meningocerebral scars. Concise descriptions in the accompany- 
ing text point out the reasons for the various procedures and 
amplify the methods of carrying out the technical details. A 
useful and complete index completes the book. There is no 
bibliography because of the basic technical nature of the mono- 
graph. This volume was not intended to be comprehensive but 
rather to be used as a series of “hat pegs” for the general sur- 
geon faced with the problem of cerebral trauma. It amply fulfills 
this purpose and could also be read with profit by neurosurgical 
residents in the early phases of their training. 


Dermatologic Medications. By Marguerite Rush Lerner, M.D., and 
Aaron Bunsen Lerner, M.D., Ph.D., Associate Professor of Dermatology, 
University of Oregon Medical School, Portland. Cloth. $3.50. Pp. 183. 
Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1954. 


With the intention of providing not a catalogue of all der- 
matological treatments but rather a workable, handy reference, 
the authors have compiled a compact dermatological formulary 
that is divided into two sections. The first part lists some com- 
monly used and time-tested drugs and describes their indications, 
mode of action, chemical structures, dosages, and methods of 
application. The second part proposes treatment regimens for 
some of the commoner diseases, such as acne, psoriasis, and 
eczema, which require simultaneous or progressive treatment. 
Wherever specific treatment is not available, alternate measures 
are suggested to meet specific problems. The inclusion of such 
newer therapeutic agents as steroids, depigmenting and hyper- 
pigmenting agents, enzymatic débridement, and ion exchange 
resins brings the book up-to-date. It is highly recommended as 
a handy reference book for simple and effective treatment of 
common skin diseases. 






Chronic Iliac Pain in Women. By H. B. Atlee, M.D., F.R.C.S., F.1.C.S., 
Head of Department of Obstetrics and Gynecology, Dalhousie University, 
Halifax, N. S., Canada. Publication number 198, American Lecture Series, 
monograph in American Lectures in Gynecology and Obstetrics. Edited by 
E. C. Hamblen, B.S., M.D., F.A.C.S., Professor of Endocrinology, Duke 
University School of Medicine, Durham, N. C. Cloth. $2.50. Pp. 65, with 
6 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Biackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1954. 


This booklet presents a remarkably clear and concise analysis 
of the many causes of pelvic pain in women and discusses ad- 
mirably the etiology and treatment, medical and surgical. 
Greater emphasis might have been placed on amebiasis as a 
cause of “the cecal syndrome.” These pesky protozoa constitute 
a recurring source of embarrassment to “knife-happy” surgeons. 
Careful stool examinations and appropriate treatment will bring 
about a cure in many instances. Cervical cauterization, it is 
true, will relieve many a sacral backache caused by chronic 
cervicitis and pelvic lymphangitis, but this should not be con- 
sidered an office procedure. The cervix should be adequately 
dilated to permit curettage and biopsy and to facilitate thor- 
ough destruction of foci present in otherwise inaccessible glands; 
this is far better done in the hospital with the patient under 
intravenous anesthesia. In general, this small treatise is a mas- 
terpiece of helpful knowledge. The undergraduate should be 
drilled thoroughly in this type of presentation, and the prac- 
titioner can profitably memorize the contents. 


Doctor at Sea. By Richard Gordon. Cloth. $3. Pp. 191. Harcourt, Brace 
and Company, Inc., 383 Madison Ave., New York 17, 1954. 


Readers who enjoyed the deft humor and the delightful fun 
provided by the author’s “Doctor in the House” will not be 
disappointed in “Doctor at Sea,” which is an equally amusing 
account about medical practice on board a cargo vessel plying 
between Liverpool and Rio. Even though the author’s nautical 
education turned out to be more social than medical, reading 
about his adventures will be a most pleasant way to spend a 
relaxed evening at home. 





HYPOTHERMIA FOR AMPUTATION 
To THE Epitor:—Kindly explain the method of freezing an ex- 


tremity for amputation, 
M.D.., Philadelphia. 


ANSWER.—The simplest and most effectual method of refrig- 
eration is still surrounding the extremity (from the axilla or the 
groin) with finely cracked ice held around the skin surface by 
means of oiled silk or a rubber sheet properly adjusted to per- 
mit the drainage of the melting portions. A layer or cuff of 
chopped ice is readily maintained in contact with the skin sur- 
face by properly contouring the rubber sheet and supporting the 
sides like a trough with appropriate sand bags or pillows. It is 
important that freedom from external pressure by any weight or 
object be avoided during the period of the cold application, as 
the combination of cold and pressure favors trophic ulceration 
of the skin or part involved. If ice is to be used for several hours, 
the under surface of the part should be inspected every two 
hours for undue pressure by the weight of the part itself. Pads 
of sponge rubber may be placed under protruding surfaces. 

The following technique has been recommended preceding 
surgery: The part involved should be carefully prepared with 
soap and water, including the adjacent areas of the trunk. After 
thorough rinsing of the skin surfaces (alcohol or ether may be 
applied quickly as a surface antiseptic) followed by application 
of a light coat of sterile mineral oil, olive oil, or melted cocoa 
butter with the excess removed with a warm, damp, sterile 
sponge, the part-should. then be placed on a sterile or carefully 
cleansed rubber sheet or oil silk square that is large enough to 
enclose the extremity after the packing with ice. 

Elevation of the head of the bed so as to permit the down- 
ward drainage of melted ice from the arm, or dependent drain- 
age of the lower extremity, is desirable and prevents the cold 
water from backing up into the bed and soaking the shoulders, 
back, or buttocks of the patient. 

With the waterproof sheet properly adjusted snugly into the 
groin or armpit, finely cracked ice is applied so that the part 
rests on a thin layer of the ice and is completely surrounded by 
the particles. The free ends of the sheet are then folded over to 
form a tubular mold of the part now encircled by ice, and this 
may be tied with simple bandage bowknots to make access 
readily possible when desired. Blankets may be used to insulate 
the rubber sheet from the surrounding warm air of the room 
and thus maintain a prolonged and more even cooling effect that 
soon reduces the surface area temperatures to the neighborhood 
of 34 to 40 F and the deeper tissues, of course, to higher levels, 
depending on tissue thickness and time of application of the 
cold. As long as blood circulates to the part, the extremity 
temperature, for the most part, will range between 34 to 40 F, 
which induces a satisfactory level of anesthesia for surgical ap- 
proach (Fay and Henny: Surg., Gynec. & Obst. 66:512, 1938. 
Fay: New York J. Med. 40:1351. Fay: Proc. Internat. Assemb. 
Inter-State Post-Grad. M. A. North America, 1940). 

Obviously the deep nerve structures in the fleshy portions of 
the extremity must be considered as the objective for refrigera- 
tion in procedures such as amputation, and the level of amputa- 
tion will determine the period of refrigeration, as the smaller 
peripheral aspects of the extremity are much more readily re- 
frigerated than the deeper, thicker portions. 

The time factor for the period of refrigeration must be indi- 
vidualized and modified according to age, body temperature (if 
this is above normal), and local problems concerned with the 
part involved. The time interval between removing the ice or 
refrigeration blanket and the beginning of a surgical procedure, 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 
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QUERIES AND MINOR NOTES 


when the patient may be comfortable and free from pain due to 
refrigeration, is important, as a rise in tissue temperature nie 
be expected as sensation or painful experience begins to occur 
The rapidity of temperature rise of the part toward environ. 
mental or normal levels determines the period of surgical oidd: 
gesia. 

The use of tourniquets should not be permitted for any longer 
than necessary, especially for a prolonged period preceding the 
surgical episode. Teamwork is required to remove rapidly the 
extremity from the iced refrigeration surroundings, adjust it to 
the operating room requirements, and permit the surgeon rapid 
access to the deeper structures so that the section of nerve trunks 
with ligation, as well as the clamping of the deep vessels (which 
are also painful), can be accomplished before the patient be- 
comes aware of painful sensations due to the procedure o; 
during the introduction of the skin sutures. 

Rise in temperature of the part is greatly delayed by the tourni- 
quet. Allen has reported that the tissues will tolerate “anoxia” 
if cold (Am. J. Surg. 52:225, 1941; ibid. 68:170, 1945), and this 
is the factor found of great importance in refrigeration of the 
brain and heart. With removal of the tourniquet, there is usually 
ample time for inspection of the stump for bleeders and subse- 
quent closure with drainage, as the chief nerve elements have 
been taken care of in the deeper tissues and the superficial ele- 
ments remain numb. After the dressing has been applied, the 
part can again be surrounded by ice or cold packs to the great 
protection of the patient against surgical shock and pain. Post- 
operative refrigeration is desirable, not only for its pain con- 
trolling effects and its ischemic influence, but for its shock- 
preventing aspects as well. 

The benefits of refrigeration have been presented by Cross- 
man and Allen (J. A. M. A. 138:185 [Jan. 26] 1946), who de- 
scribed the technique and gave other basic references. 

The importance of amputation refrigeration and this type of 
surgical anesthesia is to be found not only in the pain-controlling 
factors and in the freedom from operative shock but in the bac- 
teriostatic effect and inhibition of wound infection. The crisp and 
satisfactory but somewhat delayed healing of the wounds that 
have been subjected to hypothermic influences is a satisfaction 
and a source of surprise to all concerned. 

In recent years an automatically controlled refrigeration blan- 
ket or coil has been devised, so that refrigeration solutions could 
be pumped through coils or tubing that surrounded the part, thus 
giving dry and technically better controlled application of cold 
than in the simple ice technique. This apparatus requires a spe- 
cial refrigeration unit, circulating pump, and blankets, all of 
which should be available to the modern traumatic or surgical 
clinic where pain control or refrigzration anesthesia is frequently 
a problem. The simple ice, snow, or cold surface application 
technique is, however, universally available and of satisfactory 
efficiency when properly applied. 


BIOPSY OF UTERINE CERVIX 
To THE Epitor:—Please describe the technique of cone or 
ring biopsy of the uterine cervix. M.D., New York. 


ANSWER.—Ayre (J. A. M. A. 138:11 [Sept. 4] 1948) de- 
veloped a surgical cone knife as a nontraumatic surgical in- 
strument to remove the entire squamocolumnar circle of tissue. 
Proper application of this instrument permits the excision of 
the entire squamous margin of the junctional region without 
cervical amputation or hysterectomy. Multiple or serial section- 
ing of this ring of tissue enables a precise and accurate diag- 
nosis of squamous cancer in the cervix. The technique is as 
follows: The narrow blade of the cone knife possesses a dual 
cutting edge that renders it highly adaptable to control ex- 
cision of selective tissues. The cervix should be adequately 
exposed and held in position by anterior and posterior tenacula. 
Then preceding any surgical dilatation or other trauma at the 
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‘ynctional region, the blade is inserted into the tissues %4 in. 
(0,64 cm.) outside the Squamous margin of the squamo- 
columnar junction with the blade directed toward the cervical 
canal. Light pressure on the blade causes the point to pene- 
wate the tissues. The point of the knife on reaching the center 
of the circle becomes visible in the cervical canal. The blade 
is then gently maneuvered through the entire circle, care 
being taken that the blade is guided around the cervix at a 
constant distance from the squamous margin regardless of 
possible irregularity or asymmetry of its circumference. This 
permits excision of the entire squamous margin with a fairly 
superficial quantity of the subepithelial tissue and a small 
collar of the glandular endocervical epithelium. After removal 
of the collar of tissue, which gives ample material for biopsy, 
the tissue is laid out in a single strip; in some cases it may 
be advisable to embed it in the paraffin before further tissue 
sectioning. After the circular biopsy specimen is obtained, the 
ysual surgical management follows. Moderate bleeding may 
and usually does occur following the excision. An excellent 
method both of controlling the bleeding and of providing addi- 
tional prophylactic therapy is to follow the surgical conization 
by electroconization. This removes a second cone of tissue, 
seals off the lymphatic vessels, and at the same time controls 
points of hemorrhage. 

















HERPES SIMPLEX ON BUTTOCK 

To THE EpiItoR:—A woman, now aged 56, entered the meno- 
pause in 1942 with occasional hot flashes and no treatment. 
Two or three years later attacks of a neuralgic pain de- 
veloped down the left leg, from the buttock to the foot. 
Twenty-four hours later, a red spot, varying in size from 
a nickel to a quarter, would appear on the left buttock about 
2 or 3 in. from the spine. Then there would ensue papules, 
turning into pustules, with pruritus. This eruption would 
last from 4 to 14 days. These attacks occurred every month 
(around the premenopausal menses dates), occasionally skip- 
ping a month. In her menstrual life, she usually had similar 
pains before the onset of the menses, but without eruption. 
When vaccination treatment was in vogue, I did that 8 or 
10 times without effect. 1 know this to be a case of herpes 
simplex, but what can be done to stop the attacks? 

A. E. A. Wanderer, M.D., Oak Park, Ill. 















This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 






ANSWER.—Presuming the recurring lesions are herpes simplex, 
then the following is advised: 

Repeated smallpox vaccination at weekly intervals for about 
six consecutive times is the most efficacious method of prevent- 
ing recurring attacks of herpes simplex. It would be advisable 
to try this method again, employing the intracutaneous route 
instead of scarification. Another method is vaccination using as 
the inoculum the fluid content of a herpetic vesicle. This is of 
course done under asceptic conditions. Since the herpetic vesicles 
are of short duration, it may be possible to repeat the vaccina- 
tion only once in a few days. Vaccination could be performed 
at each outbreak of a new attack for three or four consecutive 
attacks. Another procedure would be the oral administration of 
chlortetracycline (Aureomycin) for a few days to about one 
week before the expected outbreak. Prolonged continuous ad- 
ministration of chlortetracycline, which is not desirable, is thus 
avoided. 
















ANSWER.—Recurrent skin manifestations are not uncom- 
monly associated with menstruation and are presumably caused 
by periodic changes in the hormone balance. If this patient’s 
symptom can be explained at all on an endocrine basis, which 
seems doubtful, it might be assumed that cyclic alterations 
in pituitary function are the primary factor. Since at her age 
the ovaries no longer respond to pituitary stimulation, the 
question arises whether adrenal responses might be a link in 
the etiological chain. All this is, of course, highly speculative, 
but possibly treatment with corticotropin (ACTH) would be 
worth a trial. 
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INTRACTABLE PAIN IN HIP JOINT 

To THE Epitor:—A woman of 55 has intractable pain due to 
osteoarthritis of the hip. Fairly advanced x-ray changes are 
noted over both hip joints, although the pain is located almost 
entirely on one side only. Salicylates, acetylsalicylic acid, caf- 
feine, and acetophenetidin (Empirin) with codeine, mephene- 
sin (Tolserol), cortisone (Cortone), hydrocortisone (Cortef), 
cobra venom (Cobroxin), and x-ray treatments do not re- 
lieve the pain. Only phenylbutazone (Butazolidin) gives slight 
relief, and a 600 mg. daily dose was taken for over a year. 
What therapeutic suggestions could you offer for pain relief? 
What results can be expected from surgery? 


M.D., New York. 


ANSWER.—While the character of the advanced x-ray changes 
is not specified, it is assumed they are hypertrophic and sclerotic 
in character. If there is any question of gout, the films should 
be restudied, roentgenograms should be made of other joints 
and blood serum uric acid levels determined. If evidence of 
gout is found, colchicine in 1/50 grain (1.2 mg.) doses to the 
point of bowel tolerance four times a day should give relief, 
or probenecid (Benemid) can be employed to promote greater 
excretion of urates. The: questioner has exhausted almost all 
medicaments for pain relief, but he does not mention reduction 
inactivity, reduction in body weight, and, if indicated, employ- 
ment of hormones for menopausal disturbance due to either 
physical or nervous causes. The feet and legs should be studied. 
Corrective shoes may be required. 

Surgical approach would be in two directions. If the patient 
is very active and must be on her feet constantly, arthrodesis 
could be performed in the hip causing most pain by a combined 
extra-articular and intra-articular fixation. This would give a 
stable painless joint with almost no shortening and might stay 
in part the advance of the process in the other hip, as the stabil- 
ized hip would take over its full share of weight-bearing after 
it was rendered painless. A second surgical attack might be a 
replacement arthroplasty on the worst side with a Vitallium cup. 
These operations should be performed by a qualified orthopedic 
surgeon after his careful examination and decision. The danger 
of operation is minimal, as are also the complications in a well- 
prepared patient operated on by a properly qualified surgeon. 
The risk of infection is small but ever present, although happily 
in most cases it is controlled by antibiotics. The patient would 
have to offer cooperation and time to obtain results. 


TRANSURETHRAL PROSTATIC RESECTION 


To tHE Epiror:—/ recall having read articles on injecting the 
prostate with various solutions prior to transurethral re- 
section. Such solutions were used to reduce the amount of 
bleeding during surgery. What was the source of these 
articles? I have thought injection unnecessary, but anything 
that would materially reduce bleeding should warrant a trial. 


John C. Lyons, M.D., Davenport, lowa. 


ANSWER.—Emmett (Proc. Staff Meet., Mayo Clin. 11:619- 
622, 1936) advocated the injection of 1 to 3 cc. of surgical 
posterior pituitary extract U. S. P. (Pituitrin) directly into 
the prostate before or during operation, to constrict the vessels 
and thus prevent bieeding. However, such injections resulted 
in systemic reactions characterized by blanching of the skin, 
expulsion of large amounts of flatus, a sharp but transient 
rise in blood pressure, and, in all probability, a dangerous 
degree of constriction of the coronary arteries. Creevy (J. 
Urol. 50:593-596, 1943) employed 20 to 40 cc. of sterile iso- 
tonic sodium chloride containing 3 to 4 drops of vasopressin 
injection U. S. P. (Pitressin) and 2 to 3 drops of epinephrine 
(Adrenalin). Epinephrine was added because of its potent vaso- 
constrictor effect and because it is considered by some to dilate 
the coronary arteries. Usually a spinal puncture needle, guided 
by a finger in the rectum, was inserted into the periprostatic 
space and 10 cc. of the mixture was injected. The solution 
was also injected with a long McCarthy needle and an adapter 
fitted with a telescope and inserted through the resectoscope. 
Creevy had a 35% reduction in blood loss when this solution 
was used. It is necessary to control the bleeding before the 
patient leaves the operating room; he should be kept there 
until the vasoconstriction ends. 
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SUBARACHNOID HEMORRHAGE 

To tHE Eprror:—/ am evaluating a patient for abdominal 
surgery who had a subarachnoid hemorrhage from the 
posterior cranial fossa. Please give information on the risk 
for such patients, especially from the standpoint of anes- 
thesia. M.D., Washington. 


ANSWER.—It will be impossible to make an accurate esti- 
mate of the risks in this case without knowing the cause of 
the subarachnoid hemorrhage. However, in the great majority 
of cases the cause of subarachnoid hemorrhage is a ruptured 
intracranial aneurysm. If that is the case here, then the dangers 
of a second hemorrhage are great and the dangefs of serious 
damage or even a fatality from such a hemorrhage are great. 
Any strain or factor that tended to suddenly increase arterial 
pressure would enhance this danger, and such a stress might 
well be present during anesthesia or an operation. The first 
procedure for a patient who has suffered from a subarachnoid 
hemorrhage should be a thorough investigation, including 
cerebral angiography, careful blood studies, etc., in an effort 
to determine the abnormality responsible for the subarachnoid 
hemorrhage and then to decide what treatment is indicated. 
The inquirer states that the hemorrhage was from the posterior 
cranial fossa, but he gives no indication as to why it was 
thought that the hemorrhage arose in that part of the intra- 
cranial cavity. 


PROLAPSE OF RECTUM IN YOUNG CHILD 

To THE Eptror:—I have been treating for five months a small 
prolapse of the rectal mucosa in a 22-year-old boy. At 
almost every defecation the rectal mucosa protrudes about 
2 to 3 cm. Regulation of the bowel movements, enemas 
with paraffin oil, and strapping together of the buttocks with 
adhesive tape have given insufficient improvement. Please 


comment. M.D.., Switzerland. 


ANSWER.—If any existing inflammatory or mechanical lesions 
have been corrected, such as constipation, diarrhea, polyps, 
lacerations, and helminthism, and the child’s nutrition and 
weight have been brought to normal values, the treatment 
described should control the condition. A diet in highly nutri- 
tious foods with a low residue and a daily evacuation are 
essential. Prolonged sitting on the toilet should be avoided. 
It may be of some help if the child is kept in a recumbent 
position during evacuation of the bowel, and the buttocks are 
strapped together afterwards. In prolapse of the mucous mem- 
brane, but not in procidentia, injection of a sclerosing sub- 
stance into the submucosa at weekly intervals may help. A 
3% solution of quinine and urea hydrochloride may be used. 
If no results are obtained, the treatment becomes a surgical 
problem and usually operation by the perineal route is indi- 
cated. 


RADIOPAQUE SHADOWS IN BUTTOCKS 


To THe Eprror:—Evidence of prior antisyphilitic treatment 
with bismuth is suggested by opaque shadows in radiographs 
that include the gluteal regions. Do other medicaments given 
intramuscularly leave similar radiopaque shadows? Does 
penicillin leave such shadows? Are residual shadows left by 
other parenterally injected metallic salts, such as iron, cal- 


cium, and mercury? M.D., California. 


ANSWER.—Many metallic substances, including the insoluble 
salts of those named and sometimes the soluble salts, may 
produce radiopaque shadows following intramuscular injection. 
This is also true of gold salts. Such shadows represent resid- 
uals of unabsorbed material and are more likely if the 
metallic salt in question is administered in an oily rather than 
an aqueous vehicle. Radiopaque substances in the buttocks 
cannot be used as a definite diagnostic criterion of previous 
bismuth therapy given for syphilis. Incidentally it should also 
be remembered that bismuth is sometimes used for other non- 
syphilitic diseases including lichen planus and plantar warts. 


J.A.M.A., April 10, 1954 


MILD REGIONAL ILEITIS 


To THE Eprror:—ZI am at a loss in planning a therapeutic regi. 
men for a man with regional ileitis. There are no obstrye. 
tive symptoms. Would the use of a combination of 1 omycin 
and cortisone be logical? If so, kindly suggest a schedule 
of use with these drugs. He is already receiving hematinics 
and vitamins. M_D., Texas, 


ANSWER.—Medical treatment of ileitis depends on the use 
of antibiotics and corticotropic agents. Phthalylsulfathiazo|. 
(Sulfathalidine), a nonabsorbable sulfonamide, should be aq. 
ministered in constant maintenance doses (1 gm. given four 
times daily). For periods of infection with febrile rise, strepto. 
mycin, 0.5 gm. intramuscularly or by mouth three times daily 
should be added. The use of cortisone is popular now and with 
good reason; a dose of 100 mg. of cortisone by mouth daily 
for five days is to be recommended, being slowly reduced to 
75 mg. and then to 50 mg. and eventually to 25 mg. as a cop. 
tinuous maintenance dose over an indefinite period of time. 
Hematinics should be employed; vitamins are useful. If the ab. 
sorption of vitamins is impaired by diarrhea, the patient should 
receive deep injections of crude liver extract and vitamin R 
complex, 1 cc. of each, twice a week. This regimen should 
suffice for an uncomplicated case of mild regional ileitis, 


AURICULAR FIBRILLATION 


To THE Epiror:—What is the latest treatment for auricular 
fibrillation with mitral stenosis associated with embolic 
phenomena from the left auricle to the brain? 


M.D., Illinois, 


ANSWER.—An attempt should be made to restore normal 
sinus rhythm and abolish the fibrillation through digitalization, 
If this is not feasible, small, long-sustained doses of digitalis 
may be used to establish at least a reasqnable degree of cardiac 
compensation. So long as fibrillation replaces normal sinus 
rhythm, thé heart is not, strictly speaking, compensated. To 
prevent future embolic episodes, anticoagulants, as bishydroxy- 
coumarin (Dicumarol) and heparin, are unsatisfactory in the 
ultimate objective but are indicated. Sedation will accomplish 
nothing. 


FLUSHING OF FACE AND NECK OF WOMAN 


To THE Epitor:—ZIn regard to the question on page 1497, 
Tue Journal, Dec. 19, 1953, it might be of interest that, 
during 40 years of studying this phenomenon, I have noted 
that almost all of the nervous women who flush in this 
way on each side of the neck when consulting a physician 
are rufous. In almost every one of the hundreds of such 
cases I have seen, 1 have noted either that the woman was 
redheaded or that her black hair had a tint of red to it; 
I have found that some of her relatives were rufous; or 
1 have found that her pubic hair was red. Henry A. Schroeder 
in “Hypertensive Disease’ (Philadelphia, Lea & Febiger, 
1952) makes much of the fact that many of these flushing 
women have hypertension. 

Walter C. Alvarez, M.D. 
700 N. Michigan Ave., Chicago, 11. 


MENIERE’S DISEASE 
To THE Eprror:—/n the reply to the question on Méniére’s dis- 
ease in THE JourRNAL, Jan. 30, 1954, page 462, two statements 
call for comment. 1. To say that 10% of cases appear to be 
of allergic origin is, I believe, misleading. Most students of 
this tantalizing condition agree that an allergic basis is quite 
uncommon, and much time and money may be wasted in 
searching for one. 2. That “the cause remains unknown” is 
true in the strictest sense, yet also misleading. Evidence susg- 
gesting strongly that Méniére’s disease is a deficiency disease 
will be found in my reports in the following issues of the 
Archives of Otolaryngology: February, 1949, November, 
1949, February, 1950, and August, 1953. Certain it is that 
the attacks can be controlled by adequate treatment with the 
appropriate vitamins and a sound dietary regimen. 
Miles Atkinson, M.D. 
36 E. 36th St., New York 16. 








